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A. Executive Summary

Mozambicue ranks 168" out of 177 countries in terms of poverty (2005 UNDP Human
Development Report) and currently 70% of the population of Sofaa province lives on
lessthan $1 per day. The under-five mortdity rate (USMR) for Sofda is 205 compared
with 178 nationdly and the infant mortdity rate (IMR) is 149 (cf: 124 nationdly). In
addition, 42.3% of children 0-59m of age in Sofda province are sunted (HAZ<-2); 7.6%
are wasted (WHZ<-2); and 26.2% are underweight (WAZ<-2). Forty-four percent of dl
deaths in Mozambique are manutrition related.

Materna nutritiond practicesin Sofdaare poor. The percentage of children exclusvely
breastfed in project digtrictsisonly 17%. Feeding frequency and nutrient-dengty of
foods given to children are both problematic. Only one-third of children in project
didgricts (9-23m of age) receive three or more feedings per day gpart from breastfeeding.
Behavior related to diarrheais dso quite poor: while 90% of mothersin project districts
have heard about ORS, only 44 % of mothers can correctly prepare ORS from packets.

To improve the hedlth and nutritiona status of children in Sofda, Food for the Hungry
(FH) will implement afive-year (October 1, 2005- September 31, 2010) $3.3 million',
Expanded Impact Child Survival Project utilizing the Care Group (CG) modd.

This project will expand FH’ s successful Care Group modd into ten didtrictsin Sofaa
province. The CG methodology helps mothers to learn how to help their children survive
and thrive, and to adopt new behaviors. In FH’s methodology, an initid censusis doneto
divide households with children under two years of age or pregnant women into groups

of twelve. Each tweve-household group eectsa LM under the guidance of the
Promoter. A group of 14 LMsforms a Care Group. Each Promoter servesfive Care
Groups, and meets with the LMs in each Care Group every two weeks for two hours.
During Care Group meetings, Promoters teach LMs weekly hedth messagesusng smdl
flipcharts and other educational materias and methods. LMs discuss the hedlth lesson,
report on illnesses of children in the households they serve, discuss problem cases (e.g.,

in terms of behavior change), and report on vital events. LMs practice health promotion
in pairs, and are supervised and coached by the Promoter. During the two weeks between
Care Group meetings, each of the 4,830 LM s does hedlth promation through home vidts
to each of the tweve womernvymothers that she serves (househol ds with pregnant women
or children under two). Children 24-59m of age are seen every six months and receive
vitamin A, deworming drugs, and are screened for malnutrition.

Complimenting the work that has dready been carried out by the MOH and other
partnersin clinical IMCI, dl 69 Promoters and one Leader Mother per Care Group (345)
will receive training in community and household IMCI, and learn to assess, classify,

refer, and provide advice on home management to mothers in the communities where

they work. FH and its partnersin Sofdawill jointly conduct training and supervision of
Promoters to ensure that the partners can continue maintaining the structure once the
project has ended.

! $2,499,910 USAID funds and $847,653 Match funds
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FH has demongrated this modd to have a positive impact on manutrition, mortdity and
results-level indicators of preschool children in Mozambique, aswell as changesin
maternal morbidity. During the period 1998 to 2001, FH/M decreased manutrition by
40% (from 50.4% to 30.3%, p<0.05) with concomitant, dramatic changes in mothers
nutritional and other hedlth practices using thismodel.>  Preliminary results of a

mortality study conducted in conjunction with World Relief and with the support of John
Hopkins in 2004 found that the USMR dropped by 62% (from 107/1000 to 41/1000),
between 1999 and 2003 in areas where FH has used the Care Group agproach in Sofda
province. The IMR decreased from 66 to 38 (42%) in the same areas.

The goals of this expanded impact program areto (1) sgnificantly reduce morbidity
and mortdity — especidly among children 0-23m of age and pregnant women —in Sofda
province; (2) increase access to community and household IMCI-trained hedlth providers
in the program areas; and (3) to transfer the knowledge, sKills, tools, and passion needed
for effective and sustainable community hedth development through the Care Group
model to project partners —induding Leader Mothers— in order to continue child surviva
activities once this project hasended. FH estimates the beneficiary population to be
198,594 people. Thisincluded 21,521 pregnant women, 42,927 mothers of young
children, and 134,146 children: 26,829 infants <12mths, 26,829 children 12-23 mths, and
80,488 children 24-59 mths.

FH will achieve these godsin partnership with the Sofala provincid MOH, the
Provincid Women's Committee for Socia Action and Coordination (PWCSA), Hedlth
Alliance Internationa (HAI), and Doctors with Africa (CUAMM), with whom we have
collaborated closdly in the development of thisplan The Care Group modd will be the
chief means of implementing interventions for nutrition and diarrhea, integrated through
the household and community IMCI grategy throughout the ten digtricts of Sofala
province. The nutrition intervention will receive 70% of the project effort, and control
of diarrheal disease will receive the remaining 30% of effort. To accomplish this, 69
Promoters and 4,830 Leader Mothers working through 345 Care Groups will be trained
and operating in ten digtricts of Sofala Province.

This program has been thoroughly discussed with both Dr. Abuchahama Saifodine, the
Acting Team Leader of the Office of HPN and Titus Angi, Hedlth, Population and
Nutrition Specidi<t, both with the USAID misson in Mozambique. The main writer of
this DIP document was: Lauren Erickson-Mamane, Child Surviva and Nutrition Program
Coordinator, Food for the Hungry, 236 Massachusetts Ave., NE Suite 305, Washington
DC 20002, lauren.erickson@fh.org, phone (202)-547-0560. Tom Davis, Director of
Hedlth Programs, tom.davis@fh.org, and Emma Hernandez, Child Surviva Manager
FH/Moz, ehernandez@fhi.net were d o actively involved in the writing of the DIP. The
MOH and partner organizations were involved in the preparation of this document
through their active participation in the start-up, KPC Anaysis, and DIP workshops, and
we gppreciate the support that they are giving to this program.

2 Berhane Y & TesfayeF. (Sept. 2001). Food for the Hungry International / Mozambique Health/Nutrition Program Final Evaluation Report.
3 Anbarasi Edward, World Relief. Personal communication regarding pending report on joint FH/World Relief Mortality Study in Gaza andSofdaProvinoes
Mozambique (funded by CORE). (November 2004).
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B. CSHGP DataForm
Child Survival and Health Grants Program Project
Summary

Apr-14-2006

Food For The Hungry,
| nter national (M ozambique)

General Project Information:

Cooper ative Agreement Number :
Project Grant Cycle:

Project Dates:

Project Type:

GHS-A-00-05-00014 21 (9/30/2005 - 9/30/2010) Expanded I mpact

FH Headquarters Technical Backstop: Lauren Erickson
Field Program Manager: EmmaHernandez

Midterm Evaluator:

Final Evaluator:

USAID Mission Contact: Abuchahama Saifodine

Field Program Manager | nformation:

Name: Emma Hernandez Address. Rue Martires de Massangano, No. 557
BeiraPhone: 258 23 320 595 Fax: 258 23 320 587 E-mail: ehernandez@fhi.net

Alternate Field Contact:

Name: Carolyn Wetzel Address: Rue Martires de Massangano, No. 557
BeiraPhone: 258 23 320 595 Fax: 258 23 320 587 E-mail: cwetzel @fhi.net
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Funding Information:

USAID Funding:(US $): $2,499,910 PVO match:(US $) $847,653

Project Information:

Description:

M ozambique ranks 168th out of 177 countries in terms of poverty (2005 UNDP
Human Development Report) and currently 70% of the population of Sofala
province lives on lessthan $1 per day. The under-five mortality rate (USMR) for
Sofalais 205 compared with 178 nationally and the infant mortality rate (IMR) is
149 (cf: 124 nationally). In addition, 42.3% of children 0-59m of age in Sofala
province are stunted (HAZ<-2); 7.6% are wasted (WHZ<-2); and 26.2% are
underweight (WAZ<-2). Forty-four percent of al deathsin Mozambique are
malnutrition related. Maternal nutritional practicesin Sofalaare poor. The
percentage of children exclusively breastfed in project districtsisonly 17%.
Feeding frequency and nutrient-density of foods given to children are both
problematic. Only one-third of children in project districts (9-23m of age) receive
three or more feedings per day apart from breastfeeding. Behavior related to
diarrheais also quite poor: while 90% of mothersin project districts have heard
about ORS, only 44 % of mothers can correctly prepare ORS from packets.

To improve the health and nutritional status of children in Sofala, Food for the
Hungry (FH) will implement afive-year (October 1, 2005- September 31,
2010) $3.3 million , Expanded Impact Child Survival Project utilizing the Care
Group (CG) model.

This project will expand FH’ s successful Care Group model into ten districtsin
Sofala province. The CG methodology helps mothers to learn how to help their
children survive and thrive, and to adopt new behaviors. In FH’s methodol ogy, an
initial censusis done to divide households with children under two years of age or
pregnant women into groups of twelve. Each twelve-household group electsalLM
under the guidance of the Promoter. A group of 14 LMsformsa Care Group. Each
Promoter servesfive Care Groups, and meets with the LMsin each Care Group
every two weeks for two hours. During Care Group meetings, Promoters teach
LMsweekly heath messages using small flipcharts and other educational
materials and methods. LM s discuss the health lesson, report on illnesses of
children in the households they serve, discuss problem cases (e.g., in terms of
behavior change), and report on vital events. LMs practice health promotion in
pairs, and are supervised and coached by the Promoter. During the two weeks
between Care Group meetings, each of the 4,830 LM s does health promotion
through home visits to each of the twelve women/mothers that she serves
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(households with pregnant women or children under two). Children 24-59m of age
are seen every six months and receive vitamin A, deworming drugs, and are
screened for malnutrition.

Complimenting the work that has already been carried out by the MOH and other
partnersin clinical IMCI, all 69 Promoters and one Leader Mother per Care Group
(345) will receive training in community and household IMCI, and learn to assess,
classify, refer, and provide advice on home management to mothersin the
communities where they work. FH and its partnersin Sofalawill jointly conduct
training and supervision of Promoters to ensure that the partners can continue

mai ntaining the structure once the project has ended.

FH has demonstrated this model to have a positive impact on malnutrition,
mortality and results-level indicators of preschool children in Mozambique, as
well as changesin maternal morbidity. During the period 1998 to 2001, FH/M
decreased malnutrition by 40% (from 50.4% to 30.3%, p The goals of this
expanded impact program are to (1) significantly reduce morbidity and mortality
— especialy among children 0-23m of age and pregnant women — in Sofala
province; (2) increase access to community and household IMCl-trained health
providersin the program areas; and (3) to transfer the knowledge, skills, tools,
and passion needed for effective and sustainable community health development
through the Care Group model to project partners— including Leader Mothers—
in order to continue child survival activities once this project has ended. FH
estimates the beneficiary population to be 198,594 people. Thisincluded 21,521
pregnant women, 42,927 mothers of young children, and 134,146 children:
26,829 infants FH will achieve these goalsin partnership with the Sofala
provincial MOH, the Provincial Women's Committee for Social Action and
Coordination (PWCSA), Hedlth Alliance International (HAI), and Doctors with
Africa(CUAMM), with whom we have collaborated closely in the devel opment
of this plan. The Care Group model will be the chief means of implementing
interventions for nutrition and diarrhea, integrated through the household and
community IMCI strategy throughout the ten districts of Sofala province. The
nutrition intervention will receive 70% of the project effort, and control of
diarrheal disease will receive the remaining 30% of effort. To accomplish this,
69 Promoters and 4,830 Leader Mothers working through 345 Care Groups will
be trained and operating in Beira, Buzi, Caia, Chemba, Chibabava, Dondo,
Gorongosa, Nhamatanda, Maringue and Marromeu districts.

This program has been thoroughly discussed with both Dr. Abuchahama
Saifodine, the Acting Team Leader of the Office of HPN and Titus Angi, Health,
Population and Nutrition Speciaist, both with the USAID missionin
Mozambique. The main writer of this DIP document was: Lauren Erickson-
Mamane, Child Survival and Nutrition Program Coordinator, Food for the
Hungry, 236 Massachusetts Ave., NE Suite 305, Washington DC 20002,



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 6

lauren.erickson@fh.org, phone (202)-547-0560. Tom Davis, Director of Health
Programs, tom.davis@fh.org, and Emma Hernandez, Child Survival Manager
FH/Moz, ehernandez@fhi.net were also actively involved in the writing of the
DIP. The MOH and partner organi zations were involved in the preparation of this
document through their active participation in the start-up, KPC Analyss, and DIP
workshops, and we appreciate the support that they are giving to this program

L ocation:

Ten districtsin Sofaa Province: Beira, Buzi, Caia, Chemba, Chibabava,
Dondo, Gorongosa, Nhamatanda, Maringue and Marromeu districts.

Project Partners Partner Type Subgrant Amount
District level MOH offices = Collaborating Partner
CUAMM Collaborating Partner
HAI Collaborating Partner
PWCSA Collaborating Partner
AISPO Collaborating Partner

General Strategies Planned:

(None Selected)

M & E Assessment Strategies:

KPC Survey Lot Quaity Assurance Sampling Community-based Monitoring
Techniques

Behavior Change & Communication (BCC) Strategies.

Interpersonal Communication Peer
Communication

Groupstargeted for Capacity Building:
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Non-Govt Other
PVO Partners Sector
Field Office PVOs (Int1./US) = (None Selected)
HQCS
Project Team

Govt

National MOH
Dist. Health
System

Community

CHWSs

| nter ventions/Program Components:

Nutrition (70 %)

(IMCI Integration) (CHW Training)
-Comp. Feed. from 6 mos.
-Hearth
-Cont. BF up to 24 mos.

-Growth Monitoring
-Materna Nutrition

Control of Diarrheal Diseases (30 %)
(IMCI Integration) (CHW Training)
-Hand Washing
-ORS/Home Huids
-Feeding/Breastfeeding
-Care Seeking
-Case Mngmnt./Counsdling
-POU Treatment of water

Target Beneficiaries:

Infants < 12 months: 26,829
Children 12-23 months: 26,829
Children 0-23 months: 53,658
Children 24-59 months: 80,488
Children 0-59 Months 134,146

Women 15-49 years: 64,448

Population of = Target ; y76 55
Area: -
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Rapid Catch Indicators:

Indicator

Percentage of children age 0-23
months who are underweight (-2
SD from the median weight-for-
age, according to the
WHO/NCHS reference
population)

Percentage of children age 0-23
months who were born at least
24 months after the previous
surviving child

Percentage of children age 0-23
months whose births were
attended by skilled hedth
personnel

Percentage of mothers of
children age 0-23 months who
received at least two tetanus
toxoid injections before the birth
of their youngest child

Percentage of infants age 0-5
months who were exclusively
breastfed in the last 24 hours

Percentage of infants age 6-9
months receiving breastmilk and
complementary foods

Percentage of children age 12-23

months who are fully vaccinated
(againt the five vaccine-
preventable diseases) before the
first birthday

Numerator

146

103

94

73

Denominator

957

91

199

199

52

30

91

Percentage

26.2%

59.3%

51.8%

47.2%

17.3%

80.0%

80.2%

Confidence
Interval

3.7

10.1

6.9

6.9

10.3

143

8.2
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Percentage of children age 12-23
months who received a meases 75 100 75.0% 8.5
vaccine

Percentage of children age 0-23
months who dept under an

insecticide-treated bednet the g9 199 34.7% 66
previous night (in malariarisk
areas only)

Percentage of mothers who know

at least two signs of childhood

iliness that indicate the need for 149 199 74.9% 6.0
treatment

Percentage of sick children age
0-23 months who received

increased fluids and continued 13 167 7.8% 41
feeding during an illness in the
past two weeks

Percentage of mothers of
children age 0-23 months who

cite at least two known ways of 69 199 34.7% 6.6
reducing the risk of HIV
infection

Percentage of mothers of

children age 0-23 months who

wash thelr hands with soap/ash

before food preparation, before 2 199 1.0% 1.4
feeding children, after

defecation, and after attending to

achild who has defecated

Commentsfor Rapid Catch Indicators
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C. Description of DIP Preparation Process

The DIP preparation process was participatory and included Food for the Hungry
headquarters staff, program staff from Food for the Hungry/Mozambique, district and
provincid representatives from the Mozambican Minigtry of Hedlth, representatives from
our partner organizations and the USAID/Mission in Maputo. A full list of the names of
participants and their organizations can be found in Annex 8.

In December 2005, FHUS Director of Hedlth Programs, Tom Davis, and CS backstop
Lauren Erickson-Mamane, conducted a CSGHP Start-up Workshop in Beira,
Mozambique that included FH HQ and fidld staff, four digtrict level MOH representatives
and representatives from HAI, CUAMM, Salvation Army, and PWCSA,. The workshop
introduced participants to the CSHGP and reporting requirements, discussed Food for the
Hungry’ s programs in Mozambique, and provided an overview of the expanded impact
program indluding project areas, program objectives and indicators, and interventions.
Participants aso discussed how to involve the MOH, Church, and other partners to take
the CG dtructure to scale. Lagtly project participants worked to develop the year one
implementation plan. Immediately after the workshop, Tom Davis, Lauren Erickson
Mamane, Emma Hernandez, CS Program Manager FH/Moz, and Carolyn Wetzd,
FH/Moz Hedlth and Nutrition Manager, traveled to Maputo to meet with Doctors
Abuchahama Saifodine and Titus Angi with the USAID/Misson to discuss the results of
the start up workshop, revisions to the origind project proposa, and how to best
collaborate with the misson during program implementation. Meetings to discuss

program collaboration were aso held with the WHO and UNICEF.

Following the start up workshop, project staff worked with community leedersin
conducting community mapping, census and retrospective mortdity study activitiesin

our 10 program digtricts. Furthermore, program Promoters were hired, Leader Mothers
were selected and Care Groups were formed.

Prior to the beginning of the project (in January 2005), FH/Mozambigue carried out an
expanded locad determinants of manutrition sudy in Sofda province. (Resultsarein the
basdline assessments report.) Beginning in February 2006, quditative and quantitetive
basdline data was collected viaa KCP (Knowledge, Practice and Coverage) survey, using
Lot Qudity Assurance Sampling (LQAS), and focus groups. A DIP workshop and KPC
Analyss workshop were conducted from March 6 — 17, 2006 by Tom Davis and Lauren
Erickson-Mamane in order to analyze KPC data, compare data to other data sources (e.g.,
the DHS), refine project indicators, revise program drategies, interventions and activities,
review MOH norms and policies, develop a plan for presenting baseline assessment data
to project communities and stakeholders, and revise the program budget. The
participants included field staff, digtrict level MOH representatives, and representatives
from dl partner organizations. In March, Lauren Erickson-Mamane and Emma
Hernandez dso met further with representatives from each PV O/NGO partner
organization (HAI, CUAMM, AISPO, and PWCSA) aswell as Nationa, Provincid and
Digtrict MOH staff to discuss the project, seek their input, and obtain local agreement and
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support for the project.

Nationd, provincia and disgtricts MOH offices have given their full support to this
program and will work closely with project saff in supervising Care Groups, conducting
IMCI training, participating in Care Group Module trainings, as well as providing project
Promoters and Leader Mothers with Vitamin A, ORS packets, Iron supplements, and
Mebendazole/Albendazaole (as Match). A memorandum of understanding (MOU) was
presented to the Nationa MOH but as of the submission of this DIP has not been signed.
FH has been in close contact with the MOH during the eaboration of this DIP and
anticipates receiving the sgned MOU in the near future. FH currently has a verbd
agreement with the Provincia MOH office and a letter of support (which was submitted
with the proposa).

On March 24, 2006 CS Program Manager, Emma Hernandez, met with Dr. Titus Angi of
the USAID/Mission to further eaborate collaboration with the misson; to discuss IMCI
protocols, zinc supplementation, and securing agreements with the National MOH

offices; and to meet key nutrition program contacts a the misson. 1nthe weeks
falowing thisvigt, FH/Moz fied staff has been in dose communication with the USAID
misson in Mozambique concerning this DIP. The misson has offered to facilitate the
MOU process with the National MOH and to assist in locating training materids for C-
IMCI (which should be updated and released very soon).

Ms. Hernandez aso discussed program collaboration with people from Chemonics who
are currently implementing afive- year technical assistance project with assistance from
USAID cdled FORTE Saude. This program works with the Minisiry of Hedth primarily
at the Centrd levd. While they are open to collaborating with PV O’ s when serving the
same beneficiaries, Chemonicsis not currently operating in Sofaa province,

D. Revisons(from theoriginal application)
Changesin Project Sites:

The original expanded impact project proposal, submitted by Food for the Hungry in
November 2004, stated that the program would operate in five didtricts of Sofaa province
and an additiond four didrictsin Zambezia province. After careful consderation, FH
increased the number of districts served in Sofala province as opposed to expanding our
activitiesinto the province of Zambeziaiin year three of the program. The various

reasons for this modification are outlined below:.

Poor health status of Sofala

The current hedlth Stuation of Sofdais darming and data demongrates that this province
isin worse shgpe than Zambezia The DHS indicated that the infant mortdity ratein
Sofaais 149 as compared with 89 in Zambezia Sofda s USMR is 205 but only 123 in
Zambezia and the HIV prevdence rate in Sofdais 26.5% compared with 18.4%in
Zambezia Furthermore, Sofda province has been the hardest hit by recent Cholera
outbreaks. Therefore, by increasing the number of didtrictsin Sofaa province, Food for
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the Hungry will have a greater impact upon the hedlth status of the children reached by
the project.

Greater potential for scaling-up

By increasing the number of target communitiesin one province, Sofda, FH will be

better poised for demondrating the results of taking the Care Group mode to scale.
Through demonstrated success in many didtricts of Sofaa, as opposed to smaler numbers
of communitiesin both Sofdaand Zambezia provinces, FH will be better positioned to
affect province-wide indicators and demonstrate success to the provincid and nationa
MOH and other stakeholders. Thiswill aso better position FH to advocate for taking the
Care Group modd to scae in other provinces and nationdly. FH'’s numerous contacts
with MOH counterparts in Sofaawill hopefully strengthen the Sofda hedth system such
that it has the capacity to carry out the Care Group Modd at scae.

Greater efficiency

By working in only one province, FH will be able to avoid cogts associated with setting
up aprovincid officein Zambezia province. FH should dso be better able to maintain
communications and assure regular supervision by working in asingle province.

Overlap of organizationsin Zambezia Province

World Vison is now implementing a child hedth program coving 50% of the population
in three of the four didricts of Zambeziain which FH proposed to implement the
Expanded Impact program. When the proposa was written, staff members of WV in
Mozambique approved of Food for the Hungry working in these digtricts. With the hope
of extending and expanding their program in 2008, World Visions has changed its plans
(since the proposal was written) and is no longer in favor of FH working in Zambezia
province.

Given the likelihood of greetly improving the hedlth status of the population of Sofda,
and in an attempt to influence nationd hedth palicy, the digrictsin which FH will
implement the Expanded Impact program are:

Years 1-5 Caia (50% of population)
Chemba
Meringue
Marromeu (50% of population)
Beira (aportion of thisdidrict)

Years2.5-5 Dondo
Gorongosa (50% of the popul&tion)
Nhamatanda (50% of the population)
Chibabava
Buz

In the proposal, FH planned to reach 126,149 preschool children and 29,509 pregnant
women, for atotal of 155,658 beneficiaries. With this new plan, 21,521 pregnant women
and 134,146 children will be reached for atotal of 155,667 beneficiaries. Per approval
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from USAID, FH will aso include the beneficiary mothers of children aged 0-23 months
initstota beneficiary cdculaions. This program will reach 42,927 mothers of young
children, therefore bringing the total number of program beneficiariesto 198,594. Two
beneficiary tables are provided in Annex 9 & 10.

The modificationsin program sites were done with the support of both the USAID
Misson and the Provincid MOH.

Changesin Program Description:

One of the primary gods of this program isto transfer the knowledge, skills, tools and
passion needed for effective and sustainable community health development through the
Care Group model to project partnersin order to continue child surviva activities and
mantain results once the project has ended. In order to facilitate taking this model to
scale, and to convince the MOH of its effectiveness and efficiency, we made some
adjusments to the model. Lead Motherswill now vist fewer households, visting twelve
as opposed to the origina 14 households. To compensate, we will have 14 Leader
Mothers (as opposed to 12) meet in each Care Group. (Thisiscloser to the origind
[successful] modd used in Title 11 where LMs each visited 10 households.) To reduce the
amount of traveling required of our Promoters, we have decided to employ 64% more
Promoters. FH will employ 30 Promotersin Phase | of the program, and in Phase |1, an
additiona 39 Promoterswill be hired. Each Promoter isnow responsible for supervisng
five Care Groups as opposed to ten which will reduce their trave times, and dlow them
to gpoend more time in each community. Therefore withatotal of 69 Promoters, and 345
Care Groups, the program will continue to reach atotal of 57,960 households.

FH origindly proposed conducting monthly GM/P post for children 0-23 months of age
and screening for malnutrition every sx months for children 24-59m of age. Based on
concerns raised by the MOH and our partner, HAI, FH has had to re-evduate its GM/P
strategy. The MOH and HAI were concerned that FH’'s community-based GM/P posts
would reduce the number of mothers and children visiting hedth facilities. (The
percentage of children 0-23 months recaiving growth monitoring during the four months
preceding the basdline survey in Feb 2006 was 70%.) When mothers bring their children
to the hedth facility for weighing, the MOH capitalizes on these vidts to assure delivery

of other hedth servicesinduding immunizations, vitamin A supplementation, and other
sarvices. During preparation of the proposal, our GM/P strategy was shared with the
provincid MOH and no concerns were raised. However during the DIP preparation
process, we discovered that the MOH would no longer gpprove of FH staff and LM’s
writing on the MOH growth cards and they raised concerns regarding community level
weighings. Therefore, during the DIP workshop, FH worked with the MOH and partners
to develop a gtrategy that would satisfy dl program partners. The new strategy adlowsthe
MOH to continue to weigh children & hedlth facilities, but gains more involvement of
Leader Mothers in the most important part of GM/P: nutritiona counsding. During
nutritional counsding, LMswill ill ask open and closed-ended questionsin order to
discover current feeding and illness history. Answerswill il be documented on a
"behavior box" which is kept with the child's growth chart, and will serve asacueto the
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Promoters and Leader Mothers so that counsdling is tailored to each child's specific
dietary and illness Stuation

Leader Mothers and Promoters will encourage mothersto attend the MOH monthly
GM/P post and track attendance and weight loss or gain viathe CG registries (usng the
child's growth chart). The district MOH representatives have agreed that the GM/P
sessions conducted a hedth facilities do not provide adequate time for counsdling of
mothers. Therefore, to the greatest extent possible, Leader Mothers will accompany their
beneficiary mothers (as a group) to GM/P sessions hdld at the hedlth fadllitieseach

month. Leader Mothers will then provide counsgling to mothers after the MOH conducts
child weighings, either at the hedlth facility or once they have returned to their home
communities Leader Motherswill be trained to read and interpret MOH Growth Cards
so that they can conduct additional counsding during their weekly home vists. Leader
Mothers will continue to use the “behavior box” but instead of a sticker adhered to the
growth card, thiswill be a separate card that the LM’ swill maintain for the children of

her beneficiary mothers. FH will continue to weigh children (aged 0-59mths) every Six
months during screening for the Hearth rehabilitation program.

As part of annud mini-KPC surveys, FH will collect data regarding the number of
children weighed during the past three months. If FH finds that the number of children
being weighed each month is not increasing, this data will be used to again build acase
for doing GM/P a the community level. Each Care Group will have alow-cost child
scae (purchased from UNICEF) which will be used for demondrations, during semi-
annud screenings, and to weigh children during months when it isimpossible to reach
hedlth facilities (e.g., due to impassable roads in the rainy season).

Changesin Management Plan:

Due to budgetary congtraints on the part of ESMABAMA, this Catholic Hedlth Project
will no longer be partnering with FH in the implementation of field activities. A new
partnership has been forged with Doctors with Africa, CUAMM who will be responsible
for providing trestment of severdy manourished children in Manga and Beira

CUAMM operates afeeding center in Beira. FH will dso cortinue to partner with the
MOH, HAI, PWCSA, AISPO and others.

Lauren Erickson-Mamane, MPH, FH’s Child Surviva and Nutrition Programs
Coordinator, will serve as the primary technical and adminigtrative backstop to the fied
daff in Mozambique. Shewill devote 42% of her time to the project during year 1 (up
from 35%) and 35% thereafter. Ms. Erickson-Mamane was hired by FH in September
2005 and was approved as FH's CSHGP backstop by USAID/Washington in October
2005. Ms. Erickson-Mamane has over 6 years of internaiond devel opment experience
managing maternd and child hedlth programs. Tom Davis, MPH, FH’s Director of
Hedlth Programs, will continue to backstop this program and will alocate 38% of his
time (up from 30%) during year 1 and 30% thereafter. Mr. Davis has worked with CORE
and 18 PVO'sin the child survivd community for 18 of the past 21 years. Mr. Davis has
been integraly involved with the management of the Care Groups projectsin
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Mozambique for the last Six years and has presented on the modd at CORE, APHA and
other scientific meeting. Ms. Erickson-Mamane and Mr. Davis will traved to
Mozambigue approximately two-three times per year. Emma Hernandez Avilan, BSN, is
the Child Surviva Program Manger in Mozambique. Ms. Hernandez has ten years
experience in traning hedth workers during in Angola and she is therefore fluent in
Portuguese. Her expertise indudes organizing, planning, training, and managing
community heglth programs with emphasison Maternd and Child Hedlth. She received
USAID approval as key persome in October 2005.

Due to the significant number of trainings that FH will provide to project saff, Leader
Mothers and our partners, we have added atrainer position. The Trainer will work with
the CSP manager and HQ staff in thefindization of Care Group modulesand in
conducting program trainings. S/he has yet to be hired, but will devote 100% of hisher
time to this program.

Changesin Budget:

While there has been very little change to the overdl budget totds, line item additions
and redllocating of costswithin severa budget categories was needed to more
redigticaly reflect program implementation (i.e. the number of Promoters needed for our
10 didtricts, addition of atrainer position, as wdl as providing for internationd travel of
our FH/M Child Surviva Program Manager to the CSHPG Mini-Univerdty in June). A
revised budget and narrative areincluded in Section 9.

E. Detailed | mplementation Plan

1. Program Sitelnformation

a. Thisproject will expand the Care Group network to new communitiesin ten districts
in Sofda province - Beira, Buzi, Caia, Chemba, Chibabava, Dondo, Gorongosa,
Nhamatanda, Maringue and Marromeu. Detailed maps, induding location of hedth
fadlitiesin each of our ten digtrict program impact areas, can befound in Annex 2.
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Mothers
Total Population Served of
Calculated children
Year 1 Calculated | Pregnant 0-23 Total
Project Area: District (2005) Year 2 Year 3 Year 4 Year 5 Children Women mths Beneficiaries
Caia (Sofala), 50% 49,371 51,000 52,683 54,407 56,202 9,442 1,124 3,021 10,566
Chemba 42,301 43,697 45,139 46,615 48,154 8,090 963 2,589 9,053
Maringue 64,565 66,696 68,897 71,150 73,498 12,348 1,470 3,951 13818
Marromeu (Sofala),
3% 31,725 32,763 33,844 34,951 36,105 6,066 722 1,941 6,788
Beira (Portion of pop.
only) 105,854 109,347 112,956 116,650 120,500 20,244 2,410 6,478 22,654
Dondo, 50% 167,834 173,373 179,094 15,044 1,791 4814 16,835
Gorongosa, 50% 89,475 92,428 95,478 8,020 955 2,566 8,975
Nhamatanda, 50% 191,027 197,331 203,843 17,123 2,038 5479 19,161
Chibabava 66,904 69,112 71,393 11,994 1,428 3,838 13422
Buzi 179,732 185,663 191,790 25,777 3,069 8,248 28,845
Total 293,816 303,503 | 1,008,491 1,041,680 1,076,055 134,146 21,521 42,927 198,594

b. Thetotd population living in the project Steis estimated to be 1,076,055 based on
digtrict population figures supplied by the Mozambican MOH. FH estimates the
beneficiary population to be 198,594 people. Thisindudes 21,521 pregnant
women, 42,927 mothers of young children, and 134,146 children: 26,829 infants
<12mths, 26,829 children 12-23 mths, and 80,488 children 24-59 mths.

c. Health status of the population:

Mozambique is a Global Health priority country for materna and child health for good
reason. According to the 2003 DHS, Sofaa province s under-five mortdity rate is 205
[cf: 178 nationdly], the infant mortdity rate is 149 [cf: 124 nationdlly], and the neonatal
mortdity rateis 40 per 1,000 live births. The chief reason for this Staggering mortdity
rate is Mozambique s high levels of poverty, manutrition, and lack of health services,
especidly community-leve hedth promotion.  Less than 40 per cent of M ozambicans
have accessto health care. Hedth datafor Sofala province show madaria, diarrhedl
diseases, and mead es as the most commonly reported childhood illnesses. (Pneumoniais
aso acause of childhood illness, but less so than most areas of the country.) MOH dtaff
in Sofda believe that the five top causes of child degths are the same as the five top
causes of admisson to the pediatric ward in provincid hedth facilities. maaria,
malnutrition, anemia, diarrhea (including cholera), and pneumonia. The case fatdity rate
for manutrition isdarmingly high a 20.9%, and will be addressed in this project through
aHearth nutritiond rehabilitation program  Also, through FH's Title Il program, MOH
hedth facility saff in Sofaawill have access this year to sate-of-the-art training on
management of severe manutrition.
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A retrospective mortdity study, conducted as part of the basdline assessment, found that
43% of the deaths recorded in the project area were mentioned in association with fever,
31% with diarrhea, 19% associated with not egting (manutrition), 21% with ARI, and
17% with other symptoms. 1t islikely thet manutrition affected about 44% of these
deaths but parents do not always note that as a symptom. Furthermore, 90% of the
deaths of preschool children discoveredin thisstudy werein the 0-23 month old age
group. Our basdine survey found that 86% of children aged 0-23 months dept under a
net the previous night. However, only 36% of these nets were ever treated. (We were
told during the KPC andlysis workshop that it is possible that some of these nets were
long lasting insecticide impregnated nets— LLIN) FH will focus more discussion during
the IMCI Care Group Modules on treating fever, early care seeking for fever, and mdaria
prevention. We will dso be seeking additiond funding (eventudly) through the

Presdent’'s Maaria Initiative and other sourcesto add a full maariaintervention to this
Care Group project.

FH’ s basdline survey found that 26% of children in project digtricts aged 0-23 months of
age were underweight (WAZ<-2.0). The 2003 DHS found that forty two percent (42.3%)
of children under five years of age in Sofala province

were chronicaly manourished (cf: 36% nationdly), 26%

were underweight, and 7.6% were wasted. Acute

manutrition (wasting) increases from about 5to 17

months of age to a peak of 20% and then decreases

(improves).* At least 5% of the children bornin Sofda

from 1994-97 had low birth weights (<2500 grams), and

26.5% were smdller than the median [cf: 18.5%

nationdly]. Forty-four percent of all under-five

deathsin Mozambique are malnutrition related.

[DHS, 2003]

| nfectious diseases are common, especiadly diarrhea. A cholera emergency was declared
by the Ministry of Hedlth on January 9" 2004.5 Service statistics found fever in 39.5% of
childrenin Sofda [cf: 44% nationdlly], with the main cause being mdaria.  Indl of
Sofaa, 19% of children were found to have diarrheain the past two weeks, but only 5%
of children were found to have cough with difficulty breething [DHS 2003], the lowest
rate in the country. Childhood immunizationin Sofdla province isrdlaively good. The
KPC found that 80% of children 12-23m of age are fully immunized, higher than the
nationa average of 63%. From testing of women attending antenata care, the HIV/AIDS
prevalence has been estimated to be 26.5% as of 2002.° Beira's sentinel post had the
highest recorded prevaence of HIV/AIDS in the country, and data from sentingl Sitesin

4 Mozambique DHS (2003).

® http://www.who.int/csr/don/2004_03_23/en/index.html

® Report on Epidemiological Surveillance Dataon HIV, 2002 [Relatorio sobre a Revisao os Dados de
Vigilancia Epidemiologicado HIV — Ronda 2002]. (November 6, 2003). Mozambican MOH, National
Program for Control of STDsand HIV/AIDS. Maputo.
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Sofala show an increase from 21% to 26.5% between 2001 to 2002.

These gatigtics are generdly better than the results found through of our basdine survey
which found that 40% of children in our project area had diarrheain the two weeks
preceding the survey (which was conducted during diarrhea season). ,71% of children
aged 0-23 months with diarrhea received ORS and/or recommended home fluids (RHF),
but only 44% of mothers knew how to correctly prepare ORS. 80% of children 12-23
months in our basdine were fully vaccinated before their first birthday.

Water and sanitation practicesin the project digtricts were found to be quite poor. 45%
of households get their water from springs, rivers, or streams, 21% from public wells, and
17% from lakes, ponds, or dams. Only 41% of respondents purified the water that they
gaveto ther child (i.e, the index child) usng an effective method. The last timethey
defecated, 77% of children defecated in a cloth or washable digper and 7% defecated
outsde of the house on the ground (but not in a hole dug for that purpose). 41% of
mothers of infants’ claimed to have a specia place to wash their hands, but only 4% had
everything required. When asked when they wash their hands, only 1% of mothers
mentioned the four correct times.

Mozambigue has one of the highest materna mortdity rates in the world at 1,000 per
100,000.8 The most common problems during pregnancy are prolonged labor,
hemorrhage, postpartum infection, and hypertension. In 31% of the neonatal desths
registered, prolonged labor was afactor. [DHS, 1997] The most common causes of
materna death in Sofala are obstructed labor, hemorrhage, sepsis, and eclampsial pre-
eclampsia, and only 50% of births were asssted by a hedlth professond [cf: 45%
nationdly]. [DHS, 2003]

d. Describe other factors that influence health

According to the 2005 UNDP World Development Report, Mozambique ranks 168"
out of 177 countriesin terms of poverty, and theincidence of poverty at the
provincial level ismost marked in Sofala Province where 70% of the population lives
on less than $1 per day [cf: 38% nationdly].” The prevalence of destitution is the highest
in Sofdlawhere 88% of the population livesin absolute poverty. Eighty-five percent of

the population of Sofala does not have access to potable water,° and population density is
22 people per square km. Themajor sour ce of livelihood in Sofdla provinceis

subs stence agriculture characterized by smalholdings and traditiona farming. The
cultural groups in Sofaa province are the Sena (86% of population) and Ndau (3%)
peoples who each have their own indigenous language, while 23% speak Portuguese, as
well. Haf of the population in Mozambique hold indigenous beliefs, 30% are Chridtian,

! Questions on hygiene were only asked of mothers of infants in order to keep the questionnaire a
reasonable length.

8 UNICEF State of the World's Children Report. (2005).

® UNDP Reports. (1998, 2000, 2001).

10 Action Plan for the Reduction of Absolute Poverty (2001-2005) - Republic of Mozambique.

Government of Mozambique. See the International Labour Office webpage at http://www.logos-

net.net/ilo/150 base/en/init/moz_2.htm#T able%6202.2
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asawhole,™ and 75% of women vs. 58% of men and women over the age of 15 in Sofda
Province areilliterate.*

Cultura beliefs affect hedlth practices as many Mozambicans prefer traditiona healersto

trained medica professiona. During recent focus groups in Sofala, mothers and

community leaders stated that they sometimes prefer traditiona healers because of their
affordability and their “capacity to minister treatment through spirits.” It was aso Stated
that the spirit of achild’s grandparent is used to examine apatient. The types of illnesses

for which communities acknowledged they turn to traditiond hedersincluded fever,
malaria, cholera, diarrhea, meades, asthma, anemia and convulsons as wdll as “bad

spirits.” 1t should be noted, however, that only 10% of respondents in the KPC survey
sad that they went to atraditiona heder the list time their child wasiill. Bad spiritsare
often blamed when achild prefersto eat sand, has anemia, malnutrition or convulsors.

e. Discussthe current status and overall quality of health care services

For apopulation of 1.6 million, the MOH has 1,154 technica health staff members, or
about 1,387 people per trained public health worker. These resources, however, are not
digtributed in an equitable manner and many parts of rura areas are very far from hedth

fadlities. The 2003 DHS estimated that lessthat 40% of M ozambicans have accessto

health care. Cogsfor hedth services a MOH hedth facilities are minima, but petients
usudly need to buy medications from private pharmacies snce MOH facilities often lack
medications. The technical areas currently prioritized by the MOH are mater nal health,

IMCI, and nutrition. The scarcity of hedth facilities sometimes |eads people to use

traditiona heders, drug vendors, and other informa hedlth care providers asther firdt-
line health care providers. The KPC survey found that 51% of mothers with a child that
had been ill in the past two weeks sought trestment outside their home, and about 75% of

those sought trestment at a hedth facility.

During the preparation of the DIP, FH consulted with MOH representatives to collect
information concerning health resources by program intervention digtrict. The results of
that information are asfallows:

PHASE | Digtricts Beira Maringue Marromeu Caia Chemba
Hospitals (number 1 (noinfoon 0 1 (50 staff) 0 1 (44 staff)
and staffing): staff)
Health Centers (number and | 8 (296 total staff) [ 4 (31 staff) 4 (no info) 8 (39 total staff) 5 (3 staff for each
staffing): + 1 Center for * no doctor center)
Cholera
Health Posts (number and 3 (13 staff) 2 ( 3 staff for each) 1 (1 nurse) 7 (7 Agents each) 8 (no info)
staffing:
Private health facilitiesand | 14 0 1 (Sena Sugar 0 0
staffing: Company)
Plans for new hedthfacilities [ 1 General Plans are centralized 1 district Hospital 2 health centers 6 health centers

1 World Bank Summary Gender Profile for Mozambique. (See

http://www.worldbank.org/afr/gender/mozambique.pdf).

12 Action Plan for the Reduction of Absolute Poverty (2001-2005). (See endnote #12 above.)
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(public or private) over next
five years:

Hospital
1 Health Center

-transform current HC
in Senato type | HC.
Caiato Rural Hospita

1 out-patient block
under construction.

Plans for new staffing over | Plansare Plans are centralized Plans are centralized | Plans are centralized | 4 SMI nurses
next five years: centralized 4 nurses
1 Preventive medicine

NGOs and PV Os currently CUAMM, Aro FHI; good relationship FHI, HAI FHI, AISPO,HAI, None
working the district Mogc. Ajups, Red Consorcio.

Cross, Care for

Life, ADC, Lekaa

Gona, FHI.
Socorristas and any other Aro Mogambique | 5 Socorristasfrom Moz. | 6 — Ilhalnglesa, Isdifficult to supply | 8- Nhandula, Quarenta,
community-level staff 16 activists Red Cross are working Kanamua, Macuere, | thisdata Xavier, Correia,
currently in the district in Palame, Nhamunho, | Safrique, Kindue and Nhamaliwa & Bangue.
(number and location): Chionde, Nhangarar & Nhaminjale.

Fudza
Saff trained in IMCI case 54 nurses SMI 2 SMI nurses 12 15 staff All Nurses, al
management (clinical or 2 General Medicine technical staff
community IMCI Protocols): technicians
PHASE Il Districts Nhamatanda | Gorongosa Buzi Dondo Chibabava
Hospital s (number 1 0 1 0 1
and staffing):
Health Centers (number and | 10 (95) 10 (34) 10 (55) 6 (78) 10 (61)
staffing):
Health Posts (number and 6 6 11 6 1
staffing:
Private health facilities and
staffing:
Plansfor new health facilities Plans are centralized Plansarecentralized | Plansarecentralized | Plan are centralized.
(public or private) over next
five years:
Plans for new staffing over | Plansare Plans are centralized Plans are centralized | Plans are centralized | Plans are centralized
next five years: centralized
NGOs and PVOs currently FHI, Moz FHI,Red Cross, HAI Cuamm, Aro Mog. FHI, AISPO,HAI, 0
working the district red.HAlcross Ajups, Red Cross, Consorcio.
Carefor Life, ADC,
Lekaa Gona, FHI.

Socorristas and any other Aro Mogambique | Mozambican Red Cross | . ? Activistas 8 socorristas.
community-level staff 16 activists has 50 activistas
currently in the district
(number and location):
Staff trained in IMCI case 10 Nurses IMCI 10 Nurses 5 Tecnicos All Technical Staff All Nurses, al
management (clinical or technical staff

community IMCI protocols):

Regarding availability of drugs - the MOH gated that they have unlimited supplies of
ORS and stock outs never occur at the hedlth clinics. The MOH will be supplying FH
Promoters and LMswith ORS for community level digribution. Vitamin A is

considered an essential medicine and is supplied by a centra office caled MEDIMOC.

Stock outs do occur, the frequency of which varies from didtrict to district depending on
road conditions. The MOH, and the PV O Sight for Life, will supply FH with Vitamin A

for community leve didribution. The avaldbility of 1ron tablets islikethat of ORS, a

very good supply; however the supplement does not contain folic acid. The MOH policy

isto provide iron supplementsto al pregnant women during antenatd visits, however
they are uncertain as to what percentage of pregnant women comes to the hedlth
fadlities Due to arecent change in the maaria protocol from Chloroquine to Fansidar
(due to resstance), the MOH now uses Fansdar for Mdaria prophylaxis. The MOH uses

" Maternd Hedlth Nurse
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Amoxicillin asitsfirg line antibictic. They follow IMCI protocols however the IMCI

kits that they receive come with Cotrimoxazole. Therefore, there are periodic stock outs
of amoxiallin suspension for children. Lastly, the MOH has a school-based program
where they provide Albendazole to dl children 7-10 years of age. In the hospital and
clinics, they provide M ebendazole only to children who areill. FH iscurrently awaiting
MOH approvd to deworm children >12 months of age a the community level in order to
further increase coverage. The basdline KPC found that 24% of children aged 12-23
months were during the past Sx months (based on mother’ s report).

Limited community hedlth services (antenatal checks, immunization, vitamin A
supplementation, and weighing of children) are offered by the MOH hedth facilitiesin
each project district every month or two, but mostly in the areasimmediately surrounding
each hedlth facility. The geographica areathat is not covered by these hedth facilitiesis
supposed to be covered by the hospita, the main clinic in each digtrict, or NGOs. The
MOH didrict teams are currently only able to vist one community each month given
budget limitations. The provincid MOH gaff vidt each didtrict twice ayear for
supervison. The MOH generaly relies on NGOs to provide community heglth services,
especidly hedth promoation.

In Sofda, of the health workers who attend to preschool children in hedlth facilities, 78%
have been trained in clinicad IMCI. The provincid MOH in Sofdahas trained 20 clinica
IMCI facilitators and 262 clinical workersin clinica IMCI representing at least one
hedlth worker per hedlth clinic and hospitd. Of dl the saff trained in IMCI, only 26%
have received one or more follow-up vigts after training. Of those observed during
follow-up, 95% asked about the three principle symptoms (cough, diarrhea, and fever),
but only 35% evaluated children for general danger signs™® A nationd HFA conducted
in Mozambique in 2001 aso found problems with the distance to referrd facilities, lack
of proper materials and drugs, and hedth worker compliance with IMCI protocols. The
MOH will be following up on the IMCI training that has been done in Sofalaand
improving supervision of hedth workerstrained in clinica IMCI.

Community Leadership Councils have been trained in IMCI in parts of some digtricts of
Sofdaby Terre de Hommes (TDH, a Swiss NGO) and HAI, but in generd, few
community-level workers have received community IMCI training in Sofdaand this
province remains lar gely uncover ed by community/HH IMCI at thistime.

Food for the Hungry (FH) and other NGOs presently provide needed community hedlth
sarvices in some parts of Sofda FH is committed to sgnificant improvement in hedth
dtatus of the people of Sofda, and has worked in hedlth in Sofdafor the past seven years.
FH iscurrently operating a Titlel1 health and agriculture program in about 50% of
four digricts in Sofala Province (Nhamatanda, Gorongosa, Caia and Marromeu),
covering approximately 65,600 beneficiaries. FH's current Title 11 hedlth interventions

are nutrition (including micronutrients and bresstfeeding), diarrhedl disease control, ARI
management, immunization, maaria prevention and control, and HIV/AIDS prevention

13 |MCI: Implementation Process of the IMCI Strategy in Mozambique 1998-2002. (May 2003). MOH.
Maputo.
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and control. FH has significantly reduced manutrition and increased hedthy behaviors —
especidly nutrition and diarrhea home management practices — through itsuse of Care
Groupsin thefour didricts of Sofdaincluded inits Title 1l project during 1998 to 2002.
Thenutrition and diarrhea interventions of this successful project will be scaled up
during thisproject and integrated usng community IMCI to reach theten districts
of Sofala province.

Other private organizations working in hedth in Sofdainclude the Catholic Church, and
Hedlth Alliance Internationd (HAI). Health Alliance International (HAI) iscurrently
administering a CS project (that will be completed in 2007) in four digtricts of Sofda
(Dondo, Nhamatanda, Gorongosa, & Beira). HAI’ s project in Sofala addresses
STI/HIV/AIDS (40%), malaria control (35%) and maternd care (25%). Up until April
2003, the USAID mission funded the work of Terre des Hommes (TDH), a Swiss NGO
that worked in 40% of the communities in five districts within Sofala (Nhamatanda,
Marromeu, Dondo, Buzi and Chiringoma). Terre des Hommes is no longer operationd in
Sofda, but redized some activitiesin dinica IMCI, immunization, nutrition, and
reproductive hedth, and funded one nurse in each of the five districts who worked in the
digrict hedth office. The vast mgority of their work was accomplished within the MOH
hedth centers and a immunization posts in some communities.

Doctors with Africa (CUAMM) currently operates afeeding center in Beira, providing
rehabilitation of children with severe manutrition. The Itdian Association for Solidarity
among People (AISPO) has been working to improve hedth infrastiructure in Caiaand
Chemba since 1995 (funding for this program will end in May 2006), but they have
proposas submitted to continue work in severa of the project digtricts.

Thelargest barriersto accessto health care in the Sofda province include (1) the lack
of amechaniam to do large-scale health promotion due to the non-existence of CHWs —
and little use of volunteers— in the MOH system; (2) the inadequacy of the ditribution,
number, and gaffing of hedlth facilitiesin rura areas of the province; (3) unavalability

and cogt of medications and (4) the lack of passable roads during the rainy season and
lack of affordable transportation. According to the MOH, it can teke community
members anywhere from 5-9 hours to reach a digtrict hospital in Sofala. During focus
groups discussions participants stated that hedlth posts are located anywhere from a 30
minute to 3 hours wak from their communities and no community heglth personnd are
currently conducting home vigitsin their communities

Asde from the economic barriers and lack of geographicaly-accessible hedth services,
there are dso culturd barriersin that some people prefer to use traditional healers before
they use hedlth facilities, in part because they are more accessible, less costly, known to
communities, and because people believe in their effectiveness.

During recent focus group discussing in Sofaa, participants, on average, gave hedth
posts and didtrict hospitals low ratings regarding quaity of dient-provider interaction.
They stated that they were often faced with long walts, insufficient quantities of costly
medications, and overworked nurses.



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 23

f. Identify any groups in the program site that are considered disadvantaged, at
high risk of death, under-served or living in extreme poverty.

Led by economic growth and reduction of absolute poverty, Mozambique experienced a
ggnificant reduction (18%) in child mortality between 1997 and 2003. However it Hill

has one of the highest ratesin the world and nearly onein five children die before

reeching their fifth birthday. The USMR in Sofalais currently 205 [DHS 2005]. Of an
estimated 715,000 children born each year, about 89,000 will die before reaching age one
and an additional 39,000 will not reach age five.**

A retrospective mortdity study conducted during basdline found that 90% of the desths
of preschool children in program digtricts occurred in the 0-23 month old age group, with
67% of dl child desths occur during the first 12 months of life in the Phase | didtricts.

The poverty experienced by our beneficiary communitiesis fairly homogenous.

However it gppears from data from our Title Il programs, that male children are more
likely to be manourished than femaes. One explanation for this disparity isthat maesin
our Phase | didtricts were found to be amost two times more likely to have had diarrhea
in the past two weeks as femaes (basaline KPC, OR = 0.52, CI: 0.28-0.96, p = 0.02).
Children born to younger women (< 28 years of age, the median age for the KPC) were
aso dmog four times more likely to have a child with severe malnutrition (OR = 3.56,
Cl: 1.58-8.11, p=0.0005).

g. Linkages and Complementary Activities:

FH’ s decision to conduct the expanded impact program in Sofdlawas based on its
successful work there, the partnerships thet have been formed with other agencies and
NGOs, and the high levels of poverty and hedlth needs. FH has worked in four districts
of Sofda province for the past 14 years, managing over $34M in project money since its
incgption, and maintains awell-organized and equipped base of operationsin Beira, the
capitd city of Sofaa province,

FH’ s project design for this expanded impact child surviva project is based on the highly
successful Care Group mode used in FH/Mozambique s Title 1 hedlth program. For the
past six years, FH/Mozambique s Title 11 hedth program has shown excellent
performance, far outpacing the four other Title I PVOsin Mozambique (and most
nutrition projects in the world) in terms of nutritional impact and speed of changein
resuts-leve indicators. During the period 1998 to 2001, FH/M ozambique decr eased
malnutrition (HAZ<-2) by 40% (from 50.4% to 30.3%, p<0.05) with concomitant,
dramatic changesin mothers nutritional and other health practices™ (Please see
the table below.) This program has continued to receive funding under Title 11 for four
digricts, and additiond interventions have been added (HIV/AIDS and mdaria) snceits
conception.

14 hitp:/Avww.unicef.org/mozambique/child_survival.html
15 Berhane, Y and Tesfaye F. (Sept. 2001). Food for the Hungry International / Mozambique
Health/Nutrition Program Final Evaluation Report.
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] : ] Baseline Final Per centage
Selected Title || Health Project Indicators (1998) (2001) | Change
Percentage of children malnourished (height-for -age Z-score < -2.0) 50.4% 30.3% - 40%
Percentage of participating children <= 4 monthsexclusively breastfed 46% 61% +33%
Percentage of participating children 6-10 months receiving at least three 1% 57.6% +140%
mealsa day
Perceptage of participating children 6-10 months with oil added to their 20% 728% +151%
weaning food
P_ercei_”ntage of partici pating children 6-23 months consuming at least one 59% Be% | +59%
vitamin A food the previous day
Eercentage of children 12-23 months who received vitamin A in the past 1% 80 6% +8160%
six months
Percentage of children 12-23 monthsin target areawith DPT3 4% 73.9% +51%
ll?g[:i:ggtage of participating children with diarrhea receiving incr eased 4% 55.8% +14%
Children consuming the same amount or mor efood during diarrhea 2% 485% | +120%

The percentage of children 2-23m of age who wer e severely stunted was almost cut
in half during thisproject, from 25% at basdineto 13% at final (p<0.05, n=2,337).
(Wasting in children 6-23m of age was not measured at basdline, but was found to be 9%,

below the provincid average, a find.)'® Preliminary resultsfrom a mortality study

conducted with the support of JHU (2004) found that the USMR dropped by 62%

(2107/1000 to 41/1000), from 1999 and 2003 in areas where FH has used Care

Groups. ThelMR decreased from 66 to 38 (42%).1’

Given these dramatic changes and encouragement from the provincia MOHs to expand
the program, FH decided to seize the opportunity to partner with the provincid MOH,
HAI, CUAMM, and other agencies to take the Care Group model to scae in Sofala

Province, one of the poorest provinces in Mozambique

In addition to its Title 11 activities, FH is currently addressing HIV/AIDS through a

$8.2M PEPFAR (ABY) grant,'® with $2.2M of that being used in Sofala province for

prevention of HIV, largely among youth. FH/Mozambique aso will receive $480,000

over the next three years for home-based care, care for orphans and vulnerable children,
and prevention of HIV as part of FH’s Bringing Hope project in Mozambique (Sofda),

Uganda, Rwanda, Kenya, and Ethiopia. This project currently operatesin four of the
Sofdadidricts (with plans for expangon in an additiond three) included in this CS
program. Funds were made available for this program from a$2.5M grant from a
Chrigtian couple in the U.S which will complement the $8.2M PEPFAR grant, thereby
bringing itstotal vaue to $10.7M. Examples of linkages with this project include having

the youth in the ABY Project promote a smdl set of key nutrition messagesin the

16 ipid.

17" Anbarasi Edward, World Relief. Personal communication regarding pending report on joint FH/World
Relief Mortality Study in Gaza and Sofala Provinces, Mozambique (funded by CORE). (November 2004).

18
agreement by 24/11/04.

FH has received verbal approval for this grant from USAID, and has been told to expect asigned
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households with which they have contact, referrd to LMs for advice on PMTCT and
where people can obtain VCT, and sharing key nutrition messages with adults seen as
part of the promotion of faithfulness activities of the ABY program.

The Catholic Church, Hedth Alliance International (HAI), CUAMM and AISPO dso
work in Sofala province.

ESMABAMA is a Cathalic hedth project that was operationd in three Sofda didtricts
during the proposal phase of this program, two of which overlgpped with our project
digricts— Machangaand Buzi. ESMABAMA began in 1992 with four health centers
and now has ahospita. They were eager to partner with FH and address child survivd,
however, ESMABAMA's program funding has ended and they are no longer ina
position to partner with FH in the implementation of this expanded impact program.

Health Alliance International (HAI) iscurrently implementing a CS project (that will
be completed in 2007) in four digtricts of Sofala (Dondo, Nhamatanda, Gorongosa, &
Beira). HAI's project in Sofala addresses STI/HIV/AIDS (40%), malaria control (35%)
and maternd care (25%). This project works completely within the exigting hedth
fadlities therefore there is no overlap of interventions with FH’ s expanded impact
program. HAI isdso actively involved in various HIV/AIDs interventions and provides
HIV testing and treatment. FH will be partnering with HAI in the implementation of
this expanded impact program

The Itdian NGO Doctorswith Africa (CUAM M) currently implements projectsin
hospitals and other hedlth facilities. As part of ther activities at the centrd hospitd in
Beira, CUAMM operates afeeding center for severdy manourished children. CUAMM
will dso begin community based therapeutic feeding usng plumpy nut. FH will partner
with CUAMM in the implementation of this expanded impact program

Theltalian NGO AISPO (ltdian Organization for the Solidarity of People) is
implementing athree year program supporting the district level MOH in Caia (30%) and
Chemba (70%). This support conssts of training, logistics, congtruction of hedth
fadilities and housing for hedth personnel. They have aso recently submitted for
funding to extend programming into the digtrict of Maringue. AISPO is not currently
involved in community leve interventions and is very interested in partnering with FH in
the implementation of the expanded impact program. FH currently has a verba
agreement to partner with A1SPO (please see letter outlining this relaionship in Annex
4). However, the partnership will depend on program funding as the current AISPO
program endsin May of thisyear. In the meantime, FH will include AISPO personnd in
trainingsin hopes that they will secure funds to alow them to implement the Care Group
mode as part of their programs in Chemba, Caia and Maringue didtricts.

Pleaserefer to Section 3 for more detail regarding theroles of all partners

2. Summary of Baseline and Other Assessments
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a. Briefly describe the types and methodology of baseline assessments conducted or
to be conducted by the project, both qualitative and quantitative.

A KPC survey using LQAS was conducted in five of the ten project didtricts at basdine
adongwith aloca determinants of manutrition study (an expanded PD sudy), a

retrogpective mortdity study, and focus group discussions with mothers of young

children and community leaders. The sampling technique and interview processfor

the KPC, and descriptions of other baseline assessments (and results), are described
fully in the Baseline Assessments Report (in English) in Annex 3. A KPC (using
LQAYS), retrospective mortdity sudy and focus groups will be conducted in the Phase 1
communitiesin April 2008.

b. Discussthe potential constraintsto achieving program objectives and project
strategiesfor overcoming constraints

One of the mgjor condraints to improving heath status of women and childrenin Sofda
provinceisthe lack of amechanism and infrastructure for doing large-scade community
hedth promation. Without affecting the number or training of hedth facility staff, FH
has been able to sgnificantly decrease manuitrition (by 40%) and improve coverage
levels and hedth status of women and children in its current coverage area at low cost
using the Care Group modd!.

Thethreemajor potential constraintsthat exist in terms of taking thismodel to

scalein Sofala are:

> Lack of apublic transportation system in many project digricts: We have
increased the proportion of project budget going towards transportation so that we do
not need to rely on aminima — and in some cases non-existent — public transportation
system. Still, mothers and Leader Motherswill need to walk longer distancesin some
communities in order to reach hedlth facilities. The fact that 70% of mothers current
have their children weighed (in the past 4 months) in hedth facilities gives us hope
that we will be able to assure that a Sgnificant percentage will be able to reach hedlth
facilities for the services that we cannaot or will not be providing as part of this
expanded CS program (e.g., treatment for malaria). Also, given increasing gas prices
worldwide, one threet to the program isif gas prices soar in Mozambique (along with
other placesin the world) over the next few years. Were this to occur, we would
consider conducting Care Group meetings every month rather than every two weeks
(&s has been done successfully in other parts of the world [e.g., Cambodia]), and
decrease supervison vists.

> Lack of personnd, drugsand skillswithin MOH health facilities: While
improvements have been made in hedth facility capacity over the past few years
(eg., dinicd IMCI training), numbers of MOH hedlth saff are low, and supervison
of hedth fecility Saff isdill rdaively weak. In order to facilitate the supervison of
community-level health promotion staff (i.e., the Promoters and Leader Mothers),
some of the supervision done of Care Groups will take place in the hedth fadilities
themsdves. The President of the Care Group (a specidly chosen Leader Mother)
during specid mestings at the hedlth facilities— and the Leader Mothers themsalves (
when they go to the hedlth facilities with their cohorts of mothers) — will be taught to
report to the hedlth personnel in the facility and to dialogue about problems that they



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 27

have found during their interactions with mothers. Also, gven that our Title Il Care
Group project was enormoudy successful without targeting hedth facility
functioning, we are confident that we can facilitate gnificant changesin hedth
dausin the sameway: by concentrating on individua and household-leve behavior
change.

» Centralized MOH planning: There has been arecent trend towards centralized
planning in the MOH. While this can hdlp in terms of assuring the same standards
and programs are applied across the country, it can make it difficult to get approva
for innovations and ways of doing things that are found to be helpful in one province.
Our CSP Manager will be making trips to Maputo severa times per year, and will try
to meet with nationd level MOH gtaff during these tripsin order to foster a
relationship with them that may help in terms of moving decisions through the
sysem.

> Unforeseen and untoward government policies: A policy was created in
Mozambigue (with little input from PV Oand NGOs) that required organizations
doing home-based care for AIDS to pay their volunteers a a set rate. While we have
not heard of any Smilar move being contemplated for child surviva services, itis
aways possble that the government could require organizations to pay for volunteers
who are currently not paid. Given that the Care Group mode relies on thousands of
volunteers, we do not have a good back-up plan for this unlikely possibility.

c. Givethe most up-to-date cover age estimatesin the service arearelevant to each
intervention.

26% (146 of 557) of the children 0-23m of agein the project districtsare
malnourished. The pattern of Z-scores shows a steady decline until 18m, then leveling
out. The graph on page 3 shows that underweight generdly levels off in Mozambique, in
generd, at about 11m. From FH/Mozambique s Title 11 anthropometry studies, it's clear
that the peak in Sofdais closer to about 18m. Thisfits nicdy with FH's plan to

intervene intensively during pregnancy and the firgt two years of life Snce nutritiondl

dtatus deteriorates the most during those first two years of life.
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Severd cross-tabulations of anthropometry data (for index children) were cal culated,
and the following gatidticdly- g gnificant associations were found:

> Younger mothers (< 28 years, the median age of respondents) were more than
three times as likely to have a severely malnourished child than older
mothers (3 28 years, OR=3.56, Cl: 1.58-8.11, p = 0.0005).

> Interegingly, younger mothers were also more than 2.5 times more likely to
feed their child three times per day (non-liquid feeds) than older mothers
(OR = 247, ClI: 1.1-5.6, p = 0.02). These two associations will be explored in
more depth prior to completing the educationa modules on nutrition. It is not
currently undersood why these younger mothers are more likdy to have a
severdy manourished child.

> Children with diarrhea were about twice as likely to be malnourished (OR =
048, Cl: 0.24-0.96, p = 0.02). 51% of manourished children had diarrhea vs.
33% of those who were not malnourished.

43% of mothers breastfed their child within one hour of birth. 80% said that they

gave their child colostrum (“the firgt liquid that came out of your breasts’). 12%

gave prelacted feeds. Of those, 7% said that they gave anima milk, 5% gave water,
5% gave tea, 3% gave aliquid or semi-liquid traditionad medicine, 3% gave fruit

juice, and 2% gave water with sugar or sat. 99% of children were ever breastfed,
and 92% of the children of mothers interviewed were currently breastfeeding. Of

those who had stopped bresstfeeding, the average age of weaning was 13.4 months:
18% stopped at 6m or earlier, 36% stopped at 12 months or earlier, and 78% stopped
a 18 months or earlier.

Only 17% (ClI: 8.2-30.3%, 9 of 52) of children 0-5m of age wer e exclusively
breastfed.

Dietary diversity is poor. Consumption of vitamin A foods is low with only 29% of
children 6-23m of age having consumed a least one vitamin A rich food in the
previous day, and no more than 35% of children 623m of age had oil added to ther
food. Vitamin A supplementation, however, is farly good: 82% of mothers of
children 12-23m of age ather sad that the child had recaived a vitamin A supplement
in the pag x months or had a vitamin A dose noted on the child's growth card.
Adding ail to a child's food increases with age. 6% of 3-5m olds, 17% of 0-11m olds
and 36% of 12-23m olds had oil added to their food.

Introduction of solid foods is good: 80% of children 69m of age had received both
breastmilk and complementary foods the previous day. However, med frequency is
low: only 33% of children 9-23m of age received foods other than liquids at least
three times per day. The average number of non-liquid medls given to children O
5m, 0-1m, and 12-23m is 0.9, 1.3 and 2.2 times respectively. Children over five
months of age should be edting five to Sx times daly, and some of these should be
semi-solid or solid foods.



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 29

Bottle feeding is rdatively rare. Only 12% of children 05m of age, 10% of children
0-11m of age and 4% of children 12-23m of age received food/liquid in a baby bottle
the previous day.

Use of iodized st is not very common (but sdtwater fish are included in the diet
occasondly). For children 0-5m, 76% of the mothers showed the interviewer st
that was not iodized, and in 24% of the cases, it was not possible to determine if the
st was iodized or not. For children G11m, 4% of the sdt used was iodized, 79%
was not iodized, and in 17% of the cases, it was impossible to determine.

In terms of growth monitoring, 88% of mothers had a card for the child available for
the interviewer to see, and an additiond 7% said that the card was not available or
log. Of those with cards, 78% had been weighed in the firs month of life, and 70%
had been weighed in the past four months.

76% of the children over 11m of age had been dewormed in the last Sx months.
Given the effect that worms can have on appstite, child growth, and illness, it should
be a priority for this project to deworm dl children over 24m of age.

Repeset infections and improper home management of infections is a common cause
of manutrition, and it is definitely a contributor to manutrition in the project area
(see sections below).

To summarize, the most problematic nutritional behaviorsand probable reasons
for malnutrition in the project area are:

Poor rate of exclusive breastfeeding;

poor frequency of feeding;

low early initiation of breastfeeding;

low consumption of vitamin A foods;

low consumption of protein-rich foods, especially legumes;
poor dietary diversity;

low nutrient density of foods given;

high prevalence of diarrhes;

Poor dietary management during childhood illnesses;

Poor hygienic practices (especially lack of handwashing and disposal of
excr eta)

The educational messages developed for this project should be based on these key
problematic behaviors through the Care Group dructure. While growth monitoring
rates are not very bad, FH should encourage more mothers to take their children for
reguar GM/P  and fortify this with increased

nutritiona counsdling a the community leve.

1. Diarrhea, Water and Sanitation
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40% (95% ClI: 33.3-47.4%) of children had diarrhea in the past two weeks as
compared to only 12% of children 0-59m in dl of Sofda in the 2003 DHS. This
difference is probably due to the fact that the KPC was conducted during the high
season for diarhea. It may dso be due to having particularly high diarrhed rates in
our project didricts. (The find KPC will be repested a this same time of year.)
Anaysis by age groups shows that diarrheal prevalence is particular high in the 7
— 17m age group where it surpasses 50% (see graph). A cross-tabulation showed
that diarrhea is almost twice as prevalent in males (OR = 0.52, CI: 0.28-0.96, p =
0.02). This may be behind the trend we that FH has seen in their Title Il programs
where preschool maes were found to be more manourished than preschool femaes.
That trend was not found in this survey (which focused on a younger age group, G
23m).  Children with diarhea were dso twice as likdy to be manourished (as
mentioned above).

Water and sanitation practices in the project districts were found to be quite poor.
45% of households get their water from springs, rivers, or streams, 21% from public
wells, and 17% from lakes, ponds, or dams. Only 41% of respondents purified the
water that they gave to their child (i.e, the index child) usng an effective method.
The last time they defecated, 77% of children defecated in a cloth or washable digper
and 7% defecated outsde of the house on the ground (but not in a hole dug for that
purposa).  41% of mothers of infants™® claimed to have a specid place to wash their
hands, but 4% had everything required: only 8% had water, 14% had soap/ash,
and 38% had a basn. When asked when they wash ther hands only 1% of
mothers mentioned the four correct times.

71% of children 0-23m with diarrhea in the last two weeks received ORS and/or
recommended home fluids (RHF). 90% of mothers had heard of ORS. Of the
mothers of children who had diarrhea, and who could describe how to make ORS
properly, 92% (Cl: 79-92%) gave ORS or RHFs to ther children. However, only
44% of mothers had heard of ORS and were able to describe how it is made (from
packets) correctly.  44% of children with diarrhea were given ORS packets, 21%
were given pills or syrup, 7% were given home or herba remedies, and 13% gave
nothing a dl. FH should work towards assuring that all mothers have ready
access to ORS packets (eg., through the Leader Mothers) and that all mothers
know how to make ORS properly. Our data shows tha most dl of the mothers
who can explan how to make ORS properly will use it. FH should aso work to
increese availability of ORS packets and improve knowledge in each community
through the Care Group dructure.  This should be a priority activity given that
diarrhearemains akiller disease in Sofaa province.

Hydration and rehydration during diarrheais poor. When children had diarrhea,
38% (30 of 80) of mothers offered lessfluids to the child,
33% of mothers offered the same amount of fluids,
25% offered more liquids, and

19 Questions on hygiene were only asked of mothers of infants in order to keep the questionnaire a
reasonable length.



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 31

5% offered the child nothing to drink &t dl.

Feeding during diarrhea is dso poor with less than one-third of mothers giving the
same or more food. When children had diarrhea:

56% (44 of 79) offered the child lessto eat,

19% offered the child the same amount to eat as usud,

12% offered the child more to est, and

13% offered the child nothing to eat.

Feading following diarrhea is poor, as well, with only 12% offering the child more to
eat. When children had diarrhea:

46% (86/189) wer e offered the child lessto eat;

20% were offered the child the same amount to eat as usud;

12% were offered the child more to eat; and

22% of children had never had diarrhea®°

We included questions on care seeking in the sick child section of the KPC
questionnaire. Of the children who had diarrheain the past two weeks, care seeking
was mediocre: 51% sought care outside of their home. Of those who did, 41% sought
care in ahedlth center, 31% at a hedth post, 12% from atraditiond heder, 7% from a
hospital, and 9% from other sources. In terms of danger signsduring illness
(discussed further below), only 16% of mothers mentioned “vomits everything,” 15%
mentioned “lethargic or difficult to wake,” and 28% mentioned “not eating or

drinking.”

In summary, diarrhed prevaence is quite high (particularly in the 7- 17m age group),
and the chief causes for that are gpparent: using water from unsafe sources, poor
purification of water, very low rates of handwashing (and not having the materials on
hand necessary to do s0), avery low rate of exclusive breastfeeding, and malnutrition.
Recognition of danger signs often seen with diarrhealis poor and probably leadsto a
high level of preventable morbidity and mortdlity from diarrheain these

communities. The most problematic behaviorsrelated to diarrhea and probable
reasons for weight loss and death during diarrheain the project area are:

the high prevalence of diarrhea itsdlf;

extremely poor hydration and feeding during (and after) diarrheal episodes;
poor maternal knowledgein terms of how to prepare ORS from packets;

very low levels of hand washing (and possibly other hygienic practices not
explored)

2. Sick Child /IMCI

20 This question was asked of the mothers of all children (not just those with diarrhea).
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In the two weeks prior to the survey, children of mothers interviewed had the
following illnesses:

> Diarhea: 40%

Blood in stoal: 4%

Cough: 41%

Difficult bregthing: 10%
Repid/difficult bresthing: 4%
Fever: 55%

Mdaria 21%

Convulsons 3%

Other illness 8%

No illness: 16%

VVY VY VYVYYY

51% of mothers went for trestment when their child had one of the above illnesses.
Of those who sought care, most went first to hedth centers (48%), hedth posts
(28%), and traditional heders (10%). Fewer than 4% mentioned CHWS, community
digtributors, pharmacies, friends, or kinfolk (combined) as afird-line source of care.

The second place that mothers went for trestment were hedlth centers (46%), hedlth
posts (26%), traditional heders (12%), and hospitds (6%). As second-line sources of
care, 3% of mothers went to pharmacies, none went to friends or kinfolk, 2% went to
CHWSs, and 1% went to community distributors.

Hydration and rehydration during illnesses (in generd) is poor. When children were
ill:
- 56% (95/169) of mothers offered lessfluidsto the child,
25% of mothers offered the same amount of fluids,

15% offered more liquids, and

2% offered the child nothing to drink at al.

(2% of children were not yet drinking)

Feeding during illnesses was dso poor with less than one-quarter of mothers giving
the same or more food. When children had illnesses:

59% (101/171) offered the child lessto eat,

15% offered the child the same amount to eat as usud,

8% offered the child more to est, and

8% offered the child nothing to eat.

75% of mothers (149/199) could state at least two correct signs® of childhood
illness that indicated the need for treatment, but only 52% could site three signs,
but many of the most important danger signs during illness were mentioned
very infrequently:

(1% did not mention any signs)

58% mentioned “looks unwdl or not playing normaly,”

%1 Signsincluded as correct were based on international IMCI protocols,
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28% mentioned “not eating or drinking,”

15% mentioned “lethargic or difficult to wake,”

81% mentioned “high fever,”

6% mentioned “fast or difficult breathing,”

16% mentioned “vomits everything,” and

6% mentioned “convulsons.”
AII of these danger signs should be included in FH’s educational messages.
Given that 40% had diarrhea in the past two weeks, FH should be especially sure
that lethargic or difficult to wake, not eating or drinking, and vomits everything
are mentioned as danger signs by mothers. Also, mothers should be taught to
recognize fagt or difficult breathing as a danger sgn.

In summary, fever, diarrhea, and cough are the main illnesses that children 0-23m havein
these digtricts, according to their mothers. Care seeking is mediocre, but the places
where careis sought are generdly sources that have trained medicd staff. Dietary
management for illnessesin generd is quite poor. Knowledge of dangers sgnsis good
concerning high fever, but is quite limited in generd, epecidly for some of the more
important sSigns related to diarrheaand pneumonia. FH should focus on improving
mothers knowledge of dl danger sgns and proper dietary management of illnessesasa
way to lower mortaity and improve nutritiona status.

d. Provide the most recent disease survelllance data available (i.e. from locd HMIS)
Very little data was found on disease surveillance in the project didtricts aside from
manutrition (those who were interned) and cholera. Data for manutrition (children
hospitdized) in 2005 shows.

>

YV VY VYV YV

>

912 casesin Beirg;

45 casssin Buz:

26 casssin Caig;

63 cases in Chemba:

71 cases in Chibabava:
518 casesin Dondo:
112 casesin Gorongosa
38 cases in Nhamatanda:
59 casesin Maringue:
66 casesin Marromeu.

Since very few parents take their children to hospitas for malnutrition, and given the
anthropometric data, we know that the actual number of children with manutritionis
much higher.

For cholera, the 2005 data shows:

YV V.V YV VY

1,099 casesin Beira;
29 casesin Buzi:

467 casesin Cag;

0 casesin Chemba:

10 casesin Chibabava:
533 casesin Dondo:



FH/M ozambique 2004 Expanded I mpact Child Survival DIP, Page 34

> 17 casesin Gorongosa
> 118 casesin Nhamatanda:
> 0 casssin Maringue:

> 216 casesin Marromeul.

Of the 13 digtrictsin Sofda, 100% of the cases of cholerain 2005 were located in the 10
digtricts covered by this child surviva project. Aswith the malnutrition data, we are
confident that many parents do not use hedlth services when their children have diarrhea,
and the actud number of casesis probably much higher than the above data indicates.
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3. Program Description —

Goals and Objectives of this Program: Thisfive-year Expanded Impact Child
Surviva Program (CSP) has three broad gods. (1) sgnificantly reduce morbidity and
mortdity — epecidly among children 0-23m of age and pregnant women — in Sofda
province; (2) Increase access to community/HH IMCI-trained hedlth providersin the
program areas; and (3) to transfer the knowledge, sKills, tools, and passion needed for
effective and sustainable community hedth development through the Care Group
approach to project partners—induding Leader Mothers— in order to continue child
surviva activities once this project has ended.

The four drategic objectives of the program are to (1) improve child nutritiond status; (2)
assure gppropriate diarrhea case management (including proper feeding) and prevention
of diarrheg; (3) increase the proportion of mothers of young children who have access to
an IMCI-trained provider within one hour of their home; (4) assure the sustainability,
qudity and expansion of the Care Group Mode in Mozambique.

This project will expand the Care Group network to new communitiesin ten districts -
Beira, Buzi, Caia, Chemba, Chibabava, Dondo, Gorongosa, Nhamatanda, Maringue and
Marromeu - in Sofaa province building on current Title I1 and HIV/AIDS prevention and
support programs.

Program Strategy:

Thisexpanded impact program uses FH’'s Care

Group methodology to foster behavior change FHI/Mozambique Care Group Model

a the household and community levelsin order gd“oga;zm“d;ng:{ss e 2::?;"::9haa"§;§§§"“

to achieve equity, coverage, and impact. It aso romoters e By e

srengthens the public hedlth sysem in oo e g o revisted
N <12 familis>

Mozambique through the participation of our /\ Groups
MOH and NGO partners. InFH’s e

methodology, an initia censusis done to divide A £
households with children under two years of - - :
age or pregnant women into groups of twelve. g
(Other households with children 2-5 years are
aso put in the charge of each Leader Mother
(LM), but those households are visited less

With this model, one Health Promoter can cover 840 beneficiaries. V

frequently — every sx months) Eachtweve-
household group electsa LM under the guidance of the Promoter. A group of 14 LMs
forms a Care Group. Each Promoter serves five Care Groups, and meets with the LMsin
each Care Group every two weeks for two hours.

During Care Group meetings, the Promoter teaches the LMs the health messages for the
week uang flipcharts and other educational materids and methods. LMs discussthe
health lesson, report on illnesses of children in the households they serve, discuss

problem cases (e.g., in terms of behavior change), and report on vital events. LMs
practice their health promotion on the lesson that they just learned (in pairs), supervised
and coached by the Promoter. Other socid activities— such as songs, dramas and games
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—aredso incorporate to facilitate learning. Care Group Meetings generaly last about
two hours.

During the two weeks between meetings, each LM does hedlth promotion, usng smdler
flipcharts, through home vigtsto each of the twelve households with women/mothers
that she serves (i.e., all of the households with pregnant women or children under two).
This pattern of work allows the Promoter to spend an entire day in the catchment area of
each Care Group, spending the morning in the Care Group meeting where the week’s
lessons are taught, and the afternoon to work with severa Leader Mothers. During their
time with the L eader Mothers, the Promoter observes/supervises their work, helps them
troubleshoot, and conducts verbal autopsies (see Section 5 for more information
regarding supervision).

FH believes that this modd works because of the impressive results seen in FH’s Title 11
hedlth project (which did not involve food distribution, only hedth promotion through
Care Groups), including a statistically significant 40% drop in malnutrition. (See
section 1.g for more details)) Project aff has noted that CG members often meet on
their own (without project personnd present) sSmply because they enjoy spending time
with each other. During those meetings, they help each other learn, plan, and socidize.
Many women in this poverty-stricken part of Mozambique often report that they have not
had previous opportunities to meet in groups. CGs give them that opportunity.

FH’ s dtrategy isto partner with the Sofala provincial MOH, CUAMM, PWCSA, HAI,
Al SPO, and other partners to implement FH'’ s highly successful Care Group modd for
improvements in nutrition, diarrhea, and household and community IMCI throughout
Sofaa province. Given the lack of community-level health promotion and poor nutrition
and diarrheaindicators in Sofda, 69 Promoters and 4,830 Leader Mothersworking
through 345 Care Groups will be trained and put into place in ten didrictsin Sofda
province. All 69 Promoters and one Leader Mother per Care Group (345) will recaive
training in community and household IMCI, and learn to assess, classfy, refer, and
provide advice on home management to mothersin the communities where they work.
Each of the 4,830 Leader Mothers will provide qudity hedth promotion on a biweekly
bassin twelve households with a pregnant woman or children under two years of age
(the most vulnerable age group). Training and supervison of Promoters will be done
jointly by FH and its partnersin Sofda so that the partners can continue maintaining the
structure once the project has ended.

Quality Improvement will be carried out in this project through three principa methods:
creation of high-quality curricula, use of QI tools, and regular review of quality data
for decison making in meetings of project staff and partners. High qudity curricula

will be one meansto assure that project staff from the CSP Manager down the the Leader
Mothers are dl speaking the same language and have clearly in mind the behaviors that

we are trying to change as aresult of this project. Themain QI tools which we will use

are Quality Improvement and Verification (QIV) Checklists. Project saff will

identify the key processes that are repeated often in the project (e.g., educationa sessons,
vitamin A supplementation, data collection procedures), and will use or create QIV
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checklists to measure the quality of these processes on aregular basis, and to encourage
the worker conducting each process. The focus of the feedback using these checkligsis
on encouraging the worker so that their slf-confidencein their ability to do the processis
built up, so they develop an interest in doing things well, and so they learn to gppreciate
(rather than fear) being supervised. (FH has had success in using these checklists, and
will be presenting on the use of the checklists in the upcoming CORE Spring Mesting.)
The checklists will be used by the CSP Manager with the HPSOs, by the HPSOs with the
Promoters, and by the Promoters (usng asmplified verson) with the Leader Mothers.
Pre- and Posttests will also be used in each project training to assure that the quality of
trainingsis high, and to give supervisors ameans to assess individua learning.

Individua feedback and remedid training can then be given during supervision vists.
Verbd posttest will dso be used in the Care Groups with Leader Mothers.  Quality data
will be reviewed in meetings and by supervisors and trended along with other project
data

Sustainability will rely heavily on the continuation of the Care Groups themselves, and
gudiesin Mozambique have shown that Care Groups continue to meet and do hedth
promotion long after project funding has ended. Studies conducted by World Rdlief in
Gaza province found that of the 1,457 volunteers active at the end of a Care Group
project, 1,361 (93%) were active twenty months later. Of the origind number, 92 LMs
had |eft their post or moved out of the area and 44 had died. Out of these 132 vacant
roles, the communities had sdected 40 replacements, and other volunteers trained their
new colleagues and entrusted them with the educational materids of their predecessors.
Furthermore, the changes brought about in the original program —similar to FH's
dramatic changes with its Title Il Care Group project — were maintained during this
period, aswell. A full thirty months after the end of the project, find program goadson
eight key indicators continued to be exceeded. While FH has not yet pulled out of the
communities in Sofdlawhere Care Groups have been established (using Title 11 funds),
FH has have seen the same low turnover rate and exceptiond impact and changesin
results-level indicators that are associated with a successful, community-supported
project.

The hedlth promotion messages devel oped through this project will not only reach
househol ds through the Care Group structure, but usng PEPFAR and private funding,
will reach an additional 345,000 youth and their familiesthrough 1,760 church-
based, school-based and community-based Y outh-to-Y outh Groupsthat FH will
establish in four of the Sofala districtsincluded in thisplan -Marromeu, Caa,
Nhamatanda and Gorongosa. FH will aso be addressing PMTCT, care of OV Cs and
HBC through its separately-funded HIV/AIDS programs in Sofda.

In the digtricts (Nhamatanda, Gorongosa, Caia and Marromeu) currently served by FH's
Titlell health program, resources will be combined to extend the network of Care
Groupsto the entire digtrict (or most of the didtrict, in the case of Marromeu). HH/C
IMCI will dso be added to the lesson plans covered by the LMsin those areas. Training
of patnerswill generdly take place at the digtrict-leve.

Severd partnerswill participate in putting this system of Care Groupsinto place aswell
as giving the Promoters and Care Groups ongoing supervison and support. A CS
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Coordination Team, will dso hep guide the implementation of program activities and
will be comprised of representatives from FH, MOH, PWCSA, CUAMM AND HAI. The
roles of each of our partners are asfollows:

The M ozambican M OH will be responsible for hel ping to establish the Care Groupsiin
the catchment areas of their hedith facilitiesin each didrict. The public-heath MOH

daff — usudly public hedlth nurses— who are part of the district-level MOH gtaff will
accompany FH during this process, joining FH’'s paid Promotersin the training and
support of each Care Group every three months (sometimes at the community-level and
sometimes through meetingsin their hedlth facilities). Thiswill not be often enough to
introduce our interventions, and for that reason FH’s Promoters will vigt the Care Groups
on amore frequent basis— every two weeks. However, it will be sufficient to provide
ongoing support and supervison of the Care Groups once the program isin place (after
two years). By participating every three months in the work with Care Groups, the MOH
gaff will learn what role they will need to take in the project over the long term. Both
MOH and private partners capacity will be built through participation in project trainings
on the Care Group model, heath promotion, HIS (e.g., verba autopsies) and quality
improvement, aswdl asjoint supervison vists.

The MOH isaso respongible for providing Community IMCI training to al FH Hedlth
Program Support Officials (HPSOs), previoudy caled supervisors, and Promoters. They
will dso supply Promoters and Leader Mothers with ORS, Vitamin A, Iron and
Mebendazole for digtribution during semi-annua Hearth screenings and bi-weekly home
vigts. The Swiss NGO Sight and L ife will provide the project with Vitamin A cgpsules
when the MOH supplies are not adequate.

Provincid and didtrict level MOH representatives will participate in dl program trainings
including Care Group modules, Hearth rehabilitation, supervison, CQI, and min-KPC
and data anadlysis. The MOH isdso very enthusastic regarding the receipt of community
level data from this program thet will further strengthen their current M& E system. For
more information regarding M& E, please see section 4.

Health Alliance International (HAI) isvery interested in our Care Group modd asthey
are working to increase their level of community based interventions. HAI isactively
involved in HIV/AID intervention and currently provides HIV testing in dl of our
program districts and will have trestment facilities operationa in eight of our 10
intervention digtricts (but not in Chemba and Maringue). HAI will soon begin
implementing a system of peer counsdorg/activid in hedth centers as part of their
PMTCT activities. These peer counsdorgactivist are HIV+ mothers who will educate
other mothers, during antenata vidits, of the importance of HIV testing. FH will provide
Care Group module training to HAI peer counsdorg/activigts so they can incorporate
nutritiona messages during their counsding sessons. HAI will participate in the
deveopment of CG lessons focused on HIV/AIDS — specificdly related to PMTCT and
available testing and trestment services provided by HAI in Sofda. HAI will dso
participate in the traning of Promoters on the HIV/AIDS lessons. HAI will serveasa
member of the CS Coordination Team (see section 5 for more details).  Lastly, HAI will
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work with FH in identifying ways in with the CG modd and other methods used in the
CS program can be integrated into current (and future) HAI projects to achieve better
coverage and results. FH and HAI have signed aMOU which islocated in Annex 4.

The Provincial Women’s Committee for Social Action and Coordination (Direcgéo
Provincial da Mulher e Coordenacdo da Accgao Social) (PWCSA) - FH has worked
previoudy with this government supported agency in developing a databank for orphan
childrenin Sofda PWCSA is primarily involved in working with disadvantaged
populations — orphans, disabled individuds, femae heads of household and the elderly.
They have established community level committees that are responsible for identifying
vulnerable populations in need of services as well as disseminating various types of
information. PWCSA’s community level committees are asssting in community census
activities by assuring that al households are included and that vulnerable groups are not
left out. These committees are aso fadilitating the recruitment of Leader Mothers and the
participation of beneficiary mothersin program activities. FH Promoters will provide
hedlth and nutrition education to PWCSA community committees. Representatives from
PWSCA will also participate in dl program trainings and identify waysin which the Care
Group modd can be integrated into their current programs. FH and PWCSA have a
sgned MOU which islocated in Annex 4.

Doctorswith Africa (CUAMM) has worked in Mozambique since 1978 and amsto
improve the hedth of rurd populations by implementing projects in hospitals and other
hedth fadilities. In 2002, CUAMM launched an ongoing project in sypport of the Beira
central hospital. In 2003 a public health care project was begun in the Beira and Dondo
digtricts, and since 2004 there has been a support project at the Faculty of Medicine a the
Catholic Univergity of Beira. As part of their activities a the central hospitd in Beira,
CUAMM operates afeeding center for severdy manourished children. CUAMM will
a0 begin community based thergpeutic feeding using plumpy nut. FH will partner with
CUAMM intheimplementation of this expanded impact program. FH will refer severely
manourish children in Mangato CUAMM '’ s feeding center in Beirafor treatment.
CUAMM will dso provide community based therapeutic care (using plumpy nut) in
tandem with FH’s Hearth programs. Lastly representatives from CUAMM will
participate in dl program trainings and identify ways in which the Care Group modd can
be integrated into their current (and future) programs. FH currently has averba
agreement with CUAMM. We had planned to have a written agreement by the
submission of this DIP, however CUAMM has asked to delay the signing of the MOU
until mid-May when their new Nutrition Program Director arrives in Mozambique. A
copy of the pending MOU islocated in Annex 4.

Food for the Hungry isresponsible for conducting an initid census, community
mapping and retrospective mortdity activities. Food for the Hungry will hire Promoters,
select Leader Mothers and establish Care Groups, and will develop training curricula and
materials focused on nutrition and control of diarrheal disease. FH's Promoterswill be
responsible for biweekly training of dl 4,830 Leader Mothers (organized into 345 Care
Groups) on each nutrition and diarrhea education CG module, carrying out semi-annud
malnutrition screenings, running the Hearth nutritional rehabilitation workshops,
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collecting data for the HIS, and conducting verbd autopsies on children under two years
of age. They will dso be responsible for educating community |eaders, traditiona
hedlers, traditiond birth attendants and drug vendors on nutrition and diarrhea. LMswill
be responsible for training the 57,960 mothers of children 0-23m of age and pregnant
women on al of the nutrition and diarrhea messages. HPSOswill conduct monthly
supervisons of each Promoter, and Promoters will supervise each of their 70 Leader
Mothers every three months.

INTERVENTIONS:

NUTRITION (70%)

Currently 44% of deathsin Mozambique are malnutrition related. FH'’s basdine
assessment found that 26% of children 0-23 monthsin project districts were underweight
(WAZ<-2.0), only 29% of children 6-23m had consumed at least one Vit A richfood in
the previous day, and only 35% of children age 6-23 months of age had oil added to their
weaning food. Of al the feeding behaviors, exclusve breastfeeding is the most
predictive of infant surviva and our basdine found that only 17% of children 0-5
months of agein project districtswer e exclusively breastfed. Moreover, the 2003
DHS found the average length of exclusive breastfeeding in Sofdato be 2.6 months.
Thereisa precipitous decline in exclusive breastfeeding after the first month of life: only
37% of one-month-olds, compared with 77% of neonates were exclusively breastfed.??
Introduction of water during this period isamgor problem (with 2/3 of children 0-5m
receiving water) but many children also receive solid or semi-solid foods. Given the low
water coverage and qudity in Mozambique, the use of water in addition to breast milk
raises concerns about the increase risks of disease, especidly diarrhea

Frequency of feeding and nutrient density of complementary foods are dso major
problems in Sofda. Our basdline survey confirmed that only 33% of children 9-23m of
age receive three or more feedings per day (apart from liquids). Wasting in Mozambique
increases with the introduction of complementary liquids and foods; therefore suggesting
that the dietary needs of Mozambican infants who are being weaned are not fully
satisfied. Children in Sofda often only receive plain cornmed grudl and postive
deviance studies done in severd didricts of Sofalafound that manourished children are
rardly given snacks and are not encouraged to eat when they are not hungry.

Nutritiond interventions to benefit both mothers and children must begin in the prenatal
period. The 1997 DHS study found that Sofala had the second highest percentage in the
country of mothers who damed that their child was “amdler than usud” or “very smdl”
(26.9%) at birth, and 12% of non-lactating M ozambican women experience chronic
energy deficiency (BM1<18.5).

To improve the nutritiond status of pregnant women and children in Sofaa, FH will
dedicate 70% of effort to nutrition interventions.

22 Center for International Health Information (CIHI). (1995). Mozambique: Country health profile 1995. CIHI Couniry Heslth
Profile Series. Arlington:Center for International Health Information.



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 41

a. Behavior Change & Communication

BCC at the individual and family levels on the fallowing nutrition messages will be the
respongibility of the 4,830 Leader Mothers who have biweekly contact with all
beneficiary household, and Promoters during their monthly contact with families during
supervison

Breestfeeding of infantsimmediately after birth and utilization of colostrum.,

Exclusive, on-demand bressifeeding of infants until Sx months of life [per the
Mozambican MOH’s normg]. Children should not be bottle-fed

From 6m, children should be provided with appropriate complementary feeding,
induding iron, iodine-, and vitamin-A-rich foods; BF should continue to 24 months
or more.

Complementary foods given to young children should be diverse, nutritionaly-dense,
and thick enough to give a child the calories that the child needs. Oil should be added
to young children’ sfood to assure that it is energy-dense.

Women should go for VCT and ANC visits and know their HIV status. Women who
are HIV+ should exclusively breastfeed until the child is six months (no longer) or
until such time as exclusive replacement feeding becomes acceptable, feasible,
affordable, sustainable, and safe. [Replacement feeding is anticipated to meet the
AFASS criteriain few if any casesin the project areq].

Promotion of safe water and hand washing as an essentid nutrition action. (See
diarrhea section.)

Cooked foods should not be stored without refrigeration for more than two hours and
should be thoroughly reheated.

Children should be dewormed every sx months.

Pregnant women and young children should consume iodized sdt and marine
products on aregular basis.

Children from 6m onward should receive vitamin A supplements every six months,
and should receive specid trestment with Vitamin A when they have meades, and
other severe infections.

Mothers should receive vitamin A supplements within six weeks of ddivery, or 8
weeks if the mother is exclusvdy breaestfeeding.

Children 0-23m of age should be brought for growth monitoring on amonthly bass.
Sick children should receive extra fluids, including more frequent breastfeeding, and
be encouraged to eat soft, appetizing, favorite foods. Child should be given food more
often during recovery.

Children who are manourished should be brought for amedica examingtion.

When achild will not et or islosng weight, or amother has trouble breastfeeding,
the C-IMCI trained LM or Promoter should be contacted as soon as possible.
Pregnant women should increase their nutritiond intake, and should take iron/folic
acid supplements during pregnancy and lactation

FH will recognize beneficiary and Leader Mothers who complete a certain list of
accomplishments with their child by the time they "graduate” from the program (at two
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years of age). These mothers will be designated as* star moms” and will receive a
certificate and potentia other types of incentives. WWomen will be identified as sa moms
if:

* ther child was exclusvely breastfed to sx months;
* their child received dl vaccines,

* their child recaived dl vitamin A doses;

* their child was dewormed;

* the mother purifiesthe child's water;

* the mother can explain preparation of ORS; and

* the mother can explain IMCI danger Sgns;

We will betesting a Star Mom card, to be place on the back of the Behaviora Box to
keep track of mother’s completing key child surviva tasks (please see section 4.d for
more information about the Behaviord Box and Star Mom cards)

In addition to these behaviors and practices, FH will use the findings of Barrier Analysis
studies to improve FH’ s nutrition education messages. Barrier Andysisis a method
pioneered by FH which has now been disseminated to other PV Oswith funding from
CORE. It will be used to identify individual, household, and societd-level barriersto
action for the mogt critical nutrition behaviors promoted (e.g., exclusive breastfeeding,
feeding frequency). FH will use child's gender, birth order, and other variablesin our
KPC data set to do cross-tabulations with nutritional statusin order to determine the
corrdlates of norma and low WAZ in the project area to expand these messages. As part
of the Hearth methodology, FH will conduct positive deviance studies to prioritize and
expand our nutrition education messages. This datawill be added to the findings from

PD studies dready conducted in key digtricts of Sofdawhere FH presently worksin Title
[I. Aspart of an Ingtitutiond Cgpacity Building grant, FH HQ staff will continue to
conduct detailed studies on locdized determinants of malnutritionin Sofda province.

BCC at the community leve (e.g., with community leaders, drug venders, and TBAS, in
addition to the LMs) will be the responsbility of the 69 Promoters. An additional
345,000 youth and their familieswill be reached with key nutrition messages via 1,760
church-based, school-base, and community-based Y 2Y Groups (see Section E.1.g above)
using PEPFAR and other private HIV/AIDS funding. FH will explore collaborating with
locd radio stations for broadcasting nutrition and other health education messages during
thisproject. (One quarter of women in Sofdaligten to the radio every day.) BCC at the
hedth worker leve will be accomplished through the extengve trainings, which are part

of this project, supervison, and CQI activities.

Children found to have moderate manutrition (WAZ<-2), or who are severely
underweight (WAZ<-3) without complications will beincdluded inthe Hearth
nutritional rehabilitation program. While FH originaly planned to refer al severdy
underweight children to the government Nutritional Rehab Centers (or pediatric wards of
Didrict Hospitals thet serve as rehab centers where NRC do not exist), it was found from
discusson with MOH representative thet their system of rehabilitation is not working
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well (due to methodology and the mother’ s poor accessto NRC's). Also, they do not
have the hedlth staff necessary to treat severe manutritionin the hedlth posts.
Consultation with FANTA has indicated that children with WAZ<-3 and no
complications are candidates for Hearth.

However, FH will refer dl children with acute malnutrition with complications (see chart
below) or severe acute manutrition (SAM), without complications, to a therapeutic
feeding center.

23

Children with severe mdnutrition in Manga will be referred to CUAMM'’ s feeding center
inBeara Children living outsde of Mangawill be referred to the MOH nutrition
rehabilitation program.  Leader Mothers will conduct one-on-one counsdling with the
mothers of dl manourished children during regular home vists. We will work with our
partners, including CUAMM, to see what improvements can be made to the government
rehabilitation program.

The Hearth nutritiond rehakilitation program will be done through the Care Group
Sructure, twice ayear (beginning in Year 3) in each community, following the pattern

23 http:/Avww.fantaproj ect.org/downl oads/pdf S ENNctc04. pdf
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and methodology used in FH’s successful Title Il program. Mothers provide dl of the
food for these workshops, and the Promoter facilitates the workshop. FH’sHearth
methodology is based on the Hearth manua produced by CORE. These Hearth sessions
are done in the early morning so that they do not interfere with the Promoter’ s ongoing
work with the other Care Groups.  FH will train dso train MOH staff and partner to use
HEARTH.

Leader Mothers and Promoters will encourage mothers of children 0-23m of age to attend
monthly MOH GM/P post conducted at health posts. Lead Mother will track GM/P
attendance and weight loss or gain viathe CG regidtries. Leader Mothers, to the greatest
extent possible, will accompany their beneficiary mothersto GM/P and provide
counsdling to mothers after the MOH conducts child weighings. Leader Motherswill

aso betrained to read and interpret MOH Growth Cards so they can conduct additional
counseling during their weekly home visits and will notify the IMCI-trained Promoter

and LM in their group of any children who have nutritiona problems (or other illness) so
that they can be properly assessed.

Promoters and LMswill be trained to use open-ended questions concerning recent illness
and dietary practices to identify possible problematic behaviors and causes for growth
fdtering for eech individud child. Then they will ask dosed-ended questions based on
educational messages and their answers will be documented on a"behavior box™ that they
will maintain on acard they attach to the child's growth chart. The responsesto these
questions will serve asa " cue’ to the Promoters and LMsto prescribe — or reinforce — the
proper feeding pettern that the caregiver should follow during the upcoming month.
Motherswill be generdly counsded using the IMCI food box messages, but, using the
responses to these questions, counseling will be tailored to each child's specific digtary
and illness stuation. Promoters and LMs will be trained to be sengtive to the barriers that
mothers face in taking preventive actions, and will support mothers to work through these
barriers. Sdected MOH didrict staff memberswill also receive training in this enhanced
GM/P

Every 9x months, FH will screen children (aged 0-59mths) for malnutrition and
enrollment into Hearth. During bi-annua screenings, FH will provide deworming
medication and vitamin A supplements. When possible, the district MOH staff will dso
attend these screenings to administer vaccines, aswell.

b. Quality Assurance

The proposed program is thoroughly consistent with the MOH’ s policies concerning
nutrition and micronutrients. It was designed in collaboration with both the provincia

and nationd MOH nutrition office representatives. The nutrition messages FH will use
agree with those used in Mozambique' s IMCI food box. The MOH nutrition policies are
conggent with most international norms.

The Mozambican MOH isimplementing the WHO IMCI srategy for nutrition and
micronutrients in the country. These nutritiona protocols include assessment,
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classfication and treatment and counseling of caretakers of the children. Growth
monitoring is promoted in the clinic and at the community level; however it is reported to
be rarely done at the community level due to alack of MOH health personnd and afocus
on immunization and digtribution of micronutrients during nationd immunizetion days.
During the sesson with a child, hedlth workers assess the nutritiona condition of the

child to determine if the child is manourished or anemic. The protocols recommend
asking, observing, and exploring if the child has sgns of manourishment or anemia.
These 9gnsinclude vishle emaciation, edemain both feet, low weight for age as
determined by the standard growth chart on the child health card, and pale palms. Based
on the assessment a classfication of the child's nutritiond satusis determined. The
classifications may indude severe manutrition; moderate manutrition; dietary problems;
adequate weight with no dietary problems, severe anemia; anemia; and, no clinica
evidence of anemia. The MOH policy now promotes exclusive breastfeeding until 6
months of age, and introduction of complimentary foods beginning at 6 months of age.
Complimentary feeding is recommended until 2 years of age and MOH IMCI
recommendations include appropriate foods, their amounts, and number of feeding
sessions per day based on the child’ s age.

Using the pattern from FH’ s previous work with Care Groups, HPSOswill be responsible
for biweekly supervison of approximately ten (paid) Promoters.  On aquarterly basis,
the MOH didtrict gaff will join the HPSOsin their supervison of the Promoters (both
during the project period and afterwards). As the project proceeds, the District MOH
gaff will take agrester role in the supervison functions. The HPSOs will be accountable
to the CSP Manager. Each Promoter isresponsible for educating and supervising the
work of the LMsin the five Care Groups that they serve.

The qudlity of nutrition education and micronutrient supplementation will be assured and
improved through the establishment of policies and curricula that outline the proper
procedure for each part of this nutrition intervention. Also, QIV checklistison IMCI and
educationd methods (as mentioned above, see Annex 12) will be used during the HPSO
(and sometimes partners’) biweekly supervision of the Promoters. Promoters will use
QIV checkligs on individud counsding and IMCI during their biweekly supervison of
the Leader Mothers. These qudity improvement checklists so will serve as ameasure
of theimpact of the training in the nutritiona interventions. The project Saff will be
trained in supervison and quaity improvement techniques by the CSP Manager
(induding the use of qudity improvement checklists) in June 2006. These QI checklists
have helped FH’ s hedlth workersin Mozambique and other countries to achieve very
high levels of performance.

Promoters will ensure that community data are vaid through periodic and random spot
checks of the reported data. These spot checks will compare household level datawith
datain the report forms maintained by the Care Groups (i.e., the Care Group Report
Form).

Information regarding availability of Vitamin A, Iron supplements and M ebendazole/
Albendazaole can be found in section 1.E.  All hedth posts are equipped with child
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weighing scaes that are provided by UNICEF.
Accessto Services

One of the mgor strengths of the Care Group mode isthat it provides hedlth education
viahome vists, therefore addressing a primary barrier in the exiting MOH system - the
lack of a mechanism to do large-scae hedlth promotion due to the norexistence of
CHWSs. By having LMsvigt every caregiver of children under two, equity for nutrition
education is ensured. LMswill dso notify the IMCI-trained Promoter and LM in their
group of any children who have nutritiond problems (or other iliness) so that they can be
properly assessed.

Contralling spouses and debilitating illnesses (e.g., AIDS) sometimes keep women from
attending group activities, so a hedth promotion system based on biweekly home
vidtation from afemae neighbor (the LM) has a gregater ability to reach dl mothers than
one that requires al women to come to a centrd location. (This does not affect LMs
snce they are chosen, in part, for their ability to attend the meetings and to visit mothers
inther charge) FH'sHBC program will also help HIV+ mothers to better care for their
children and facilitate PTMCT. A recent review of the SAFAID progran? found that
the following led to decrease in MTCT and these messages will be incorporated into Care
Group lesson plans.

Good breast-feeding technique, particularly in atachment and positioning.
Exclusve Breast-feeding for up to Sx months.

Avoid now or re-infection, ie barrier contraception during pregnancy and
lactation.

Early trestment of breast and nipple problems (madtitis increases the risk of
transmisson.)

Early trestment of ora problemsin the babies.

Consderation of rapid weaning in Sx months

PMTCT will dso be addressed during lesson plans developed by HAI. Theseslessons
will focus educate mothers on HIV/AIDS, preventing transmission, and providing
information regarding testing and treatment options provided in Sofaa province.

24 http://www .kubatana.net/html/archive/hivaid/040623kub.asp?sector=HI VAID&range_start=211
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CONTROL OF DIARRHEAL DISEASE (30%)

During basdine assessments, FH found that 40.2% of children O-
23m had diarrheaduring the previous two weeks. An IMCI
study conducted in March 2003 found that 96% of hedth facilities
had stocks of ORS yet in 82% of the casesin Sofda, home
remedies were used for diarrhea. Our basdline survey found that
92.6% of mothers surveyed knew about ORS but only 44% of
mothers could correctly prepare ORS. Only 31% of children aged

0-23 months with diarrheain the 2 weeks preceding the survey were offer the same
amount or more food during the illness. Furthermore hand washing and water
purification need to be dramatically improved to deal with the very high diarrhed rates.
Basdline data indicated that only 1% of mothers surveyed were practicing proper hand
washing techniques and only 41% of mothers treated their child’s drinking water usng an
effective method. Cholera outbreaks are common in Sofda, and a cholera emergency
was declared by the MOH in January 2004.

In our program didtricts, diarrhea follows asmilar age pattern to wasting with an upward
trend throughout infancy, peaking between 12 and 17 months of age. The high
prevalence of diarrheal disease among Mozambican children, coupled with the poor
management of diarrheal disease within the health system, has been linked to widespread
manutrition.?>2® Our basdline found that children with diarrhea were twice as likely to be
malnourished (OR = 0.48, Cl: 0.24-0.96, p = 0.02). For reasons unknown, our basdine
indicated that meles were about twice as likely to have had diarrheain the past month as
females (OR = 0.52, p = 0.02).

a. Behavior Change Communication

BCC at theindividual and family levels on the message related diarrhes, including
hygiene behaviors, will be the responsibility of the 4,830 Leader Mothers who have
biweekly contact with dl beneficiary households, and Promoters during their monthly
contact with families during supervison  Thiswill include preparation of ORS from
packets, home dietary management of diarrhea, hygiene and sanitation, and the other
topics listed below.

Give children with diarrhea ORS, or RHFs. (Motherswill be taught to make ORS.)
Continue to feed and offer more fluids (including breastmilk) to children when they
have diarrhea, and increase feeding immediately after illness.

Use locdly-avalable Certeza (or bleach, if Certezais not available, to chlorinate) to
purify drinking water and safely store adl drinking water used by the family to prevent
choleraand other diarrhedl diseases.

% Cliff, J., and Noormahomed, A.R.. (1993). Theimpact of war on children’s health in Mozambique. Social Science and
Medicine. 36(7): 843-848.

% Ministry of Health and Eduardo Mondlane University Faculty of Medicine. (1988). Evaluating the management of diarrheain
health centers in Mozambique. Journal of Tropical Medicine and Hygiene. 91:61-66.
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Wash hands with sogp after defecation, before preparing meds, and before feeding
children; and dispose of feces, including children's feces, safdy. Use a tippy-tap or
other water spreader to economize on water needed for hand washing.

Properly dispose of feces through congtruction and use of latrines to prevent diarrhea.
When a child has diarrhea, the GIMCI trained LM or Promoter should be contacted
immediady.

When a child has sgns of dehydration or generd danger signs -- looks unwel, not
playing, not eding or drinking, lethargic or change in consciousness, vomiting
everything, high fever, fag or difficult bresthing — the child should be taken to a
trained hedth worker immediately.

Cooked foods should not be stored without refrigeration for more than 8 hours.
Avoid bottle feeding.

Caegivers should follow hedth worker's advice about treatment, follow-up and
referrd for diarrhea

When a child has bloody or persstent diarrhea, seek care immediately from trained
hedth workers. (Dysentery is farly rare in Sofda, but perssent diarhea — dong

with the HIV rate—ison therise)

In addition to these behaviors and practices, FH will use the findings of the Barrier
Analysis studies (mentioned earlier) to improve our diarrhea messages and identify
individua, household, and societd-level barriersto action for the mogt criticd diarrhea
behaviors promoted (e.g., use of ORS, hand washing). FH hasaso bein discussonwith
the MOH regarding zinc supplementation for children with diarrheaiin project digtricts.
The MOH has not yet approved the use of Zinc in Mozambique, however it is anticipated
that such a protocol will be put in place in the near future. Once the necessary approva

is secured from the MOH, FH will invedtigate the feasibility (contingent on funding) of
providing Zinc supplements to children 0-59 months with diarrhea.

BCC on diarrhea at the community leve (e.g., with community leaders and drug

venders) will be the respongbility of the 69 Promoters. Thiswill include BCC on the
messages listed above, with an emphasis on how to chlorinate water (as part of effortsto
control cholera). An additional 345,000 youth and their familieswill be reached with
key diarrhea messages via 1,760 churchbased, school-base, and community-based Y 2Y
Groups (see Section E.1.g above) usng PEPFAR and other private HIV/AIDS funding.

We will explore collaborating with local radio stations for broadcasting diarrhea
prevention/management educationd messages. BCC at the health worker level will be
accomplished through the extensive trainings which are part of this project supervison,

and CQI activities.

Promoters will have direct contact with mothers of children 0-23m every month through
supervison, and contact with mothers of children 24-59m of age every six months during
screening for HEARTH. (Deworming will be done routingly for children 12-59m of age
during these screenings.) LMs will dso notify the IMCI-trained Promoter or LM in their
group of any children who have diarrhea (or other illness) so that they can be properly
asesed. LMssarve avery smal area (12 households), so it will be easier for LMsto
dtay abreast of the health Stuation of the children in their charge. Mothers of children



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 49

who have dehydration will be taught to give ORS or more fluids to the child during their
trip to the nearest hedlth facility. During cholera outbresks, community leaders are
assigned to each water gathering point. These leaders are given a chlorine solution by the
MOH, and are responsible for putting chlorine in each container of water taken away
fromtheste. LMswill be taught how to participate in these cholera prevention and
mitigation activities as part of this project.

FH will dso be partnering with PSl and Care for Life in Mozambique to promote the use
of Certezato purify drinking water. PSl will aso conduct trainings on the use of Certeza
and will provide program promoters and LM’ swith Certeza.

Leader Mothers will encourage al mothers of children 0-23m of age to seek out the
community IMCI trained Promoter or Leader Mother in their Care Group when their
child has diarrhea, and to go straight to a hedlth facility when a child is dehydrated.
Children identified with diarrhea by the LMs during the biweekly home vistswill be
referred to the LM or Promoter trained in community IMCI protocols for assessment,
classfication, trestment, and counselling. Children will be referred to the nearest hedlth
facility when gppropriate.

INTEGRATION OF INTERVENTIONS (IMCI): FH and its project partners will
focus on the 3 dements of HH/C IMCI:

Element 1: Improving partnerships between health facilities and the communities they
serve. The gt&ff of district MOH facilities and FH will have regular interaction with the

Care Groups established in each area, which will greatly boost partners' direct

involvement with communities. Thiswill provide them with an efficient means of
communicating with dl families with young children or a pregnant woman. These hedth
workers will dso have access to the Care Group report form (HIS) maintained by each

Care Group S0 that statistics on each neighborhood can be used for hedlth programming
(e.g., follow-up of defaulters).

Element 2: Increasing appropriate and accessible care and information from
community-based providers. One LM per Care Group (345) and dl 69 Promoterswill be
trained in the IMCI protocols for managing sick children 2-59m of age. (Protocolsfor
children 0-2m have not yet been developed.) In addition to working with mothers of

young children, both Promoters and LMswill regularly meet with community |leaders,
traditiona hedlers and commercia drug vendersto assure that they are educated on

important hedth messages. Thisinformation will be augmented by outreach posts where
children 0-59mth will receive screening for HEARTH, vitamin A, and deworming

medication. Digrict MOH gaff will coordinate directly with each CG to carry out
immunizations during these outreach posts when possible.

Element 3: Integrated promotion of key family practices critical for child health and
nutrition. This project will make life-saving hedth information available a the

household level through anetwork of 345 Care Groups with biweekly outreach to each
household by 4,830 Leader Mothers.
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Quality Assurance

Our intervention plan is thoroughly consstent with the MOH’ s policies concerning
diarrhea (and HH/C IMCI), and was designed in collaboration with both the provincia
and national MOH IMCI office representatives.

Using the pattern from FH’ s previous work with Care Groups, HPSOswill be responsible
for biweekly supervision of approximately ten (paid) Promoters per digtrict. On a
quarterly basis, the MOH didtrict saff will joint the HPSOsin their supervison of the
Promoters (both during the project period and afterwards). As the project proceeds, the
Digrict MOH gaff will take a greeter role in the supervison functions. The HPSOs will

be accountable to the CSP Manager. Each Promoter, in turn, is responsible for educating
and supervising thework of the LMsin the five Care Groups that they serve.

The qudity of thisintervention will be assured and improved through the establishment

of palicies and curricula that outline the proper procedure for each part the intervention,
and use of QIV checklists and pre/posttests (as described earlier). Bi-weekly supervison
of Promoterswill be conducted by FH Hedlth Program Support Officids (HSPO) during
which time they will use QIV checklists on IMCI and educational methods. These same
formswill be used by Promoters during their biweekly supervison of the LMs.

As mentioned above, selected LMs (one per group) and Promoters will receive HH/C-
IMCI training which will improve their counsdling skills, aswell. Promoters will assure
that the IMCI-trained LMs are properly using the skills they have learned in IMCI by
observing their management of sick children, and using an IMCI checklist to document
and improve each trained Leader Mother’ s performance.

Information regarding drug availability can be found in section 1L.E.

b. Accessto Services

Each Promoter and the President of each Care Group (aLM) will maintain a stock of 50
ORS packets from the stocks kept at each MOH hedlth facility. (Promotersliveinthe
areasthat they serve) The President will make this stock available to the mothers
represented in each Care Group, which will draméticaly improve the bility of
packetsin the project area. ORS packets will be replenished during the biweekly Care
Group mesetings and Leader Mothers will keep on average a stock of 10 ORS packets.

Training in community IMCI for the 5 HPSOs, dl 69 Promoters, and one LM per Care
Group (345) will improve equity by giving mothers locally-available resource persons
when their child is sck with diarrheaor other illnesses. Being based on based on
biweekly home vigtation from afemae neighbor (the LM), this sysem has a greeter
ability to reach al mothers than one that requires al women to come to a centra location.
Also, by having LM svisting every caregiver of children 0-23m of age through the Care
Group drategy, equity for diarrhea education will be ensured. Use of the Star Mom cards
(see section 4.d monitoring tools for more information) for follow-up on defaulters (e.g.,
for deworming) will help ensure equitable access to care, as well.
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Scale up to Sofala Province Level (Phase In):

Given the large scope of this project, the work will be extended to the ten didrictsin two
phases. During thefirst phase (first two and a hdf years), coverage in the firg five
Sofdadidricts - Caia, Chemba, Manga, Maringue, and Marromeu - will be extended,
and seven hedth promotion modules will be used over 24 monthsin the first set of 150
Care Groups established there. During this period, extensive formative research (e.g., use
of Barrier Anayss) will be done. Community IMCI training of Leader Mothers and
Promotersin Phase | digtricts will beginin Year One of the project, training about 30
people a atimein each of these didtricts. In Year Three, Care Groupsin the first set of
five digrictswill continue to meet biweekly, but the Promoter will begin attending less
frequently (on amonthly bass), in order to concentrate more effort on the Hearth
Nutritional Rehabilitation program.  Rather than going through each of the seven
educationa modules with each dl mothersin alock-gep fashion, LMsin thefirs five
(phasel) didricts will begin choosing hedth promotion topics based on the age of each
mother’ s child following aschedule proposed by FH and its partners. The most
important hedth messages will be included during these biweekly health promotion
sessons, but room will be left in the schedule, though, for new topics — especidly

malaria, materna care, and HIV/AIDS — which will be introduced by FH’s main partner
organizations (the MOH, HAI, CUAMM and PWCSA). Other NGO and PV O partners
will be invited to workshops and encouraged to use Care Group model in their digtricts,
aswdl. During the second phase, 195 Care Groups will be established in an additiond
five digrictsin Sofala— Buzi, Dondo, Chibabava, Nhamatanda, and Gorongosa. They
will follow the same pattern of work established in the first set of digtricts, moving

through each of the seven CG educationd modules, and following that will concentrate
on an additional module with partners (e.g., maaria, materna care, and HIV).

Training: (Please see thetraining tablein section 7 for more detailsregarding
training timing, length and participants.)

The trainings include an orientation workshop on working with Care Groups, HIS
system, and other topics; aworkshop on the Care Group/LM role, how to work with
communities, BCC kills, vitd events reporting, and maintenance of the CG Report
Form; seven other Care Group educationa modules that will be taught to each Promoter
then to each mother of a child 0-23m and pregnant women. These seven modules are as
follows

Module 1: Care Group Orientation— includes training in BCC
Module 2: Sanitation and Hygiene

Module 3: Diarhea

Module 4: Breastfeeding

Module 5: Introduction of Complementary Foods

Module 6: Micronutrients

Module 7: Nutrition and Care for Pregnant \Women
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There will dso be Supervisorn/CQI training; a data andysis workshop; mini-KPC &
anthropometry workshop; use/andysis of verba autopsies, and afind Lessons Learned
workshop. The MOH aswel asHAI, CUAMM, AISPO, PWCSA and other NGO
representatives will be invited to these so that they can implement Care Groups in their
projects, aswell.

As mentioned above, selected LMs (one per Care Group) and al Promoters will receive
IMCI dinicd training, which will improve ther diarrhea management and counsdling
skills. Management of bloody diarrheawill be covered during IMCI training. Promoters
will assure that the IMCI-trained LMs are properly using the skillsthey have learned in
IMCI by observing management of sick children, and using an IMCI checkligt to
document and improve each trained LM’ s performance. The HPSOs will do the same
when they help supervise Promoters.

Contribution to CSHGP and USAID Mission program results:

Dr. Titus Angi, Hedlth, Population and Nutrition Specidist with the USAID missonin
Maozambique was consulted during the preparation of thisDIP. This CS program is
consgtent with USAID/Mozambique s SO8 of the Country Strategic Plan for 2004-2010:
"Increased use of child surviva and reproductive hedlth servicesin target areas’. The
Intermediate Results for this objective are (1) increased access to qudity child surviva
and reproductive hedlth servicesin target aress, (2) increased demand at community level
for child surviva and reproductive hedth services, and (3) more accountable policy and
management. USAID Mozambique's god is "broad- based rapid economic growth
susgtained through expanded capacities and opportunities” This child surviva program
will help USAID to meet these dtrategic objectives by greetly increasing access to quality
CS sarvices, and demand at the community level for CS sarvices, by extending
community and household IMCI and the Care Group structure to ten digtricts of Sofda
provinces.

Furthermore this project will offer support in the achievement of the following CSHGP
Program Results (PRs):

» PR1: Increased use, coverage and quality of child and maternal health, and nutrition
and infectious disease programs implemented by PVOs and their local partners. FH
will help the CSHGP mest this IR by increasing access to health promotion and
community-level heglth workerstrained in community/HH IMCI, and biweekly,
high-qudity CS hedlth promation in 55,703 householdsin Sofdla province.

» PR2: Increased sustainability of child and maternal health and nutrition and
infectious disease programs/interventions initiated by PVOs and their partners:
Studies have shown that Care Groups are very sustainable in Mozambique as ameans
of maintaining gains made in hedth behavior change and coverage of essertid hedth
services.

» PR3: Child and maternal health and nutrition and infectious disease program
strategies, tools and approaches devel oped/adapted, tested and applied: During this
project, the innovative Care Group methodology, which is dready under discusson
by CORE and other child surviva agencies, will be further tested and gpplied at the
provincid leve. FH plansto collaborate with World Relief (thet is managing a
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smilar project in Gaza province) to document the effectiveness of Care Groups. The
results of these programswill be used to advocate for the use of Care Groupsasa
national methodology to extend Community/HH IMCI in Mozambique. Funding for
vidits during the year to share lessons learned isincluded in the budget. FH has
dready collaborated with World Relief in the CORE-funded development of a Care
Group manua and child mortdity study in Care Group communities

A Results Framework isfound on the next page.
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Results Framewor k

1. Significantly reduce morbidity and mortaity especialy among children C-23m

of age and pregnant women — in Sofala district

Objective 1 2. Increase access to community and household IMCI-trained hedlth providersin / Goals

the program areas

3. Transfer the knowledge, sKills, tools and passion needed for effective and
sustainable community health development through the Care Group model to
project partners in order to continue child survival activities once the project has

ended
I ntermediate Results
Improved Child Nutritional Status
Increased exclusive Increased feeding Increased Regular Increased
breastfeeding of frequency of children 6-| | proportion of young . deworming of articipation in
; ; : Increased proportion of . p p
children 0-5 mths of 23I _rgths who ar(le'ije? . children fed nutrient children receiving _ch|ldren regular GM/P
age :II eagtr ;?_ml -solia oo dense foods vitamin A increased activities
L imes daily / . +
L * — L Strategies: Strategies:
Strategies: Strategies: - Education of mothers via Promotion of monthl
BCC and nutrition promotion via Care Groups (CGs), GM/P through MOH health| [BCC via home visits, Vit A supplementation, home visits, deworming GM/P and NC viacés

coordination between Promoters, LMs and

health facilities to assure complete coverage.

Promotion of the production of Vit A rich food

through Agric. Extension and marketing Promoters, LMs and hedlth
facilities to assure complete

networks in selected districts. coverage.

facilities, technical training of partner staff in nutrition (including breastfeeding
promotion), Community IMCI training of Leader Mothers and Promoters, PD
studies in each district (as part of Hearth), and Barrier Analysisto improve

nutritional messages, integration of Motivational Interviewing into CG curricula.

children >12m of age,
coordination between

staff, education of mothel
viahome visits,
accompaniment of mothe
to health facilities for

GM/P.
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Objective 2

Assure Appropriate Diarrheal Case M anagement

Intermediate Results

.

Increased use of ORT among
young children with diarrhea

Improved competency in the
preparation of ORS among
mothers of young children

Strategies:

BCC on diarrhea management including
ORT in Care Groups (CG), MOH/NGO
hedlth facilities, and biweekly home
vigits, technical training of partners and
staff in diarrheaand C-IMCI training,
ORS stocked provide to Leader Mothers,
Demonstration of preparation and use of
ORS through Care Groups and home
visits

Strategies:

Barrier Analysis study with integration of
findings into BCC, BCC on proper feeding
during illness via Care Groups and
biweekly home visits

Increased feeding of young
children during and after diarrheal
episodes

Strategies:

Barrier Analysis study with integration of
findings into BCC, BCC on proper
feeding during illness via Care Groups
and biweekly home visits, Demonstration
of ORS preparation in CGs and home
visits
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Objective 3

Increase the proportion of mother s of young children who have

accessto an IMCI-trained provider within one hour of their home

I ntermediate Result

\

Number of health providers and
Leader Mothers trained in CG-IMCI

increased
Strategies:

Technical training of partners and staff in Community IMCI
Development of Community IMCI education models for use by the Care Groups




Objective 4 -

Intermediate Results

.

Increased MOH demand for
Care Group model in
Mozambique

v
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Assurethe sustainability, quality & expansion of the Care Group
Model in M ozambique

Strategies:

Operations research on the reasons
for CG effectiveness, presentations of
the CG model with MOH leadersin
two adjacent provinces, advocate for
CG mode in internationa, nationa
and provincial mesetings

Increased knowledge of C- Quality health promotion by
IMCI by Leader Mothers Leader Mothers

\ v

Strategies: Strategies:

Training of select LMs, promotions and Training of district coordinators,

district coordinators in C-IMCI, Regular HSPOs, partner representative, and

supervision of LMs and the use of the LMS in high-qudity health

IMCHI QICLsto improve LM promotion, regular supervision of

performance LMs and use of BCC QICLsto
improve LMs performance
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4. Program Monitoring and Evaluation Plan
a. Current information system in thetarget area

The Sofda provincid MOH collects information regarding clinical services (coverage) as
part of the Sofala MOH monitoring system but does not collect community level data
regarding knowledge and practices related to nutrition and diarrhea. Currently, the MOH
monitors the number of children weighed, vitamin A supplements distributed, vaccines
given and types of illnesses presented at hedlth facilities. Both district and provincia
MOH representatives have stated that there is no means of verifying the qudity of this
data. For the past few years the MOH has been attempting to develop a system of
evaduaing data qudity but to date do not have such asystemin place. The MOH has
requested assistance and FH will explore ways to help them meet this need during the
first year of the project.

FH is dso developing various forms and M& E tools, such as Care Group registries and
vital events reporting, that they will train both program and MOH gaff to use throughout
the life of the program. The MOH is very enthusiagtic to receive FH datato includein
their reports. FH will send MOH didtrict copies of data collected by our Promoters (via
taly sheet from CG Report Forms). Thesetdly sheets include community level
information regarding number of iron supplements, vitamin A and ORS packets
digtributed; immunizations; child deaths (disaggregated by age); births, number of CG
teaching sessions conducted; number of LMs attending; number of screening posts held;
children seen a screening posts and the nutritiona status of children weighed during
screening posts.

MOH gaff will work closdy with program gaff in the supervison of Promoters and Care
Groups and will serve as members of the CS Coordination Team during to monitoring dl
agpect of program implementation.  Throughout the life of the program, FH will supply
Didtrict, Provincia, and Nationa MOH offices with copies of M& E and program reports.

b. M&E Plan — please see table below:
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Freq. of Baseline
SOURCE/MEASURE EOP
OBJECTIVE INDICATOR METHOD Daig Value Target
Collection
To decrease malnutrition (underweight) in Percentage of children age 0—23 months who At Least
children 0-23m are underweight (WAZ<-2.0) Anthropometry study Yealy?’ 26% 18%
. Semi-annual review of
To increase exclusive breastfeeding of Percentage of infants aged 0-3 mon'Fhs [per . Behavior Box, Yearly Sami-annual/
. MOH norms] who were fed breastmilk only in o . 1% 60%
children 0-5m Mini-KPC + baseline/ Yealy
the last 24 hours )
find KPCs
Toincrease feeding frequency of children 9- | Percentage of children 9-23m who receive food -y o
23mwho are fed solid or semi-solidsfoodat | other than breastmilk at |east three times per day '\KAFI,Q:ISKPC + baseline/fina A; é‘aﬁ{;s{ 3% 65%
least three times a day [Nationally accepted indicator (TitleI1)]
; ; Semi-annual review of
To increase the proportion of young children P.ercentage of chlldren 6 23 months c.)f age with behavior box, Yearly Mini- Semi-annual/
; oil added to their weaning food [Nationally . . 35% 80%
fed nutrient-dense foods - KPC + baseline/ final Yealy
accepted indicator]
KPCs
To decrease VAD by increasing the Percentage of children 6-23m who have éeml-?;rghal tre\c(ew |Of At Least
proportion of young children who regularly consumed at least one vitamin A rich foodin the Mri?:?-/KPC fr tS; aseleiar:e)//fin a veal 29% 80%
consume vitamin A rich foods. previous day KPCs y
To decrease VAD by increasing the :
: . : Percentage of children 12-23 months of age who L - .
proportion of young chl!dremn Sofalawho have received one vitamin A capsule in the past Mini-KPC + basdline/final Sami-annual/ 8% 9%
areregularly receiving vitamin A . KPCs Yealy
six months
supplements
To decrease helminthiasis and improve Percentage of children 12-23 months who Semi-annual review of Semi-annual/
nutritional status by increasing the % of received deworming medication in thelast six CGs, Yearly Mini-KPC + Yealy 24% 5%
young children who are regularly dewormed | months baseline/final KPCs
To increase the proportion of children 0-23m | Percentage of children aged 0-23 months who Semi-annual review of Semi-annual
of age who participate regularly in growth were weighed in the last four months (card- CGs, Yearly Mini-KPC + / Yearly 70% 0%
monitoring/promotion activities confirmed) baseline/final KPCs
; : . Percentage of children aged 0-23 months with
Ivf’tA”;ﬁfﬁee;rﬁh‘ggfeo;fgn‘gggﬂgoﬁzgr(j:g” diartheain the last two weeks who received oral | Mini-KPC + baselineffind | At Least % o0t
rehydration solution (ORS) and/or KPCs Yearly

decrease dehydration and death

recommended home fluids (RHF)

27 Some indicators may be measured up to four times ayear
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Freq. of Baseline
SOURCE/MEASURE EOP
OBJECTIVE INDICATOR METHOD Daiq Value Target
Collection
. . . . Percent of children aged 0-23 months with — o At Least
roincrease feeding of young ehildren during | i arrhea in the last two weeks who were offered | e+ P neffina Yearly 31% 60%
the same amount or more food during theillness
To increase the proportion of mothers of : L . At Least
; ; Percentage of mothers of children 0-23m who Mini-KPC + baseline/final 0
young c_thren who are competent in can correctly prepare ORS KPCs Yealy 44% 80%
preparation of ORS
: : Percentage of mothers of children age 0—23 At Least
To increase the proportion of mothers of - . N
young children who know when to seek care m(_)nths who know at I_eant three signs of Mini-KPC + baseline/final Yealy 2D 75%
for sick children childhood illness that indicate the need for KPCs
treatment
To increase the proportion of mothers who Percentage of mothers who receive avitamin A At Least
receive avitamin A dose during the first two | dose during the first two months after delivery Mini-KPC and fina KPC Yearly Not measured 0%
months after delivery (new indicator)
To increase the proportion of mothers able Percentage of mothers ableto report at least two At Least
to report at least two known maternal danger | known maternal danger signs during the Mini-KPC and final KPC Yealy Not measured 80%
signs during the postpartum period postpartum period (new indicator)
. . . At Least
; ; Percentage of women who received iron during L .
To increase the proportion of mothers . ; X Mini-KPC and final KPC Yearly
receiving post partum iron supplements the_post partum p_erlod following the birth of (new indicator) Not measured 70%
their youngest child
The MOH in at least one other Mozambican
province requests assistance (during the life of
. . the program) from FH to expand the Care Group . .
Continue to expand usage and improve the ; . ; Review of project .
Care Group model in Mozambique model into their geographical area. documents At Midterm n/a n/a
OR is conducted on the reasons for Care Group
effectiveness.
To increase to 80% the proportion of LMs % of Leader Mothers trained in community- Following
trained in IMCI who can properly use the IMCI modules who score 80% or higher on an QI Checklist Training + n/a 80%
IMCI protocolsfor children 2-59m of age IMCI QI checklist. Yealy
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Freq. of Baseline
OBJECTIVE INDICATOR SOUR,\SI:Em(E)AE)&JRE Data Value Ti?git
Collection
To increase to 80% the proportion of LMs o :
) : % of Leader Mothers who score 80% or higher .

\F/)vrg?n?)rttieoar?leto do high-quality health on the Health Promotion checklist (QIVC). QI Checklist Monthly n/a 80%
Increase the capacity of local partners and % of first-phase Care Groups that continue to . .

90% of project communitiesto effectively meet and do health promotion following Snlaeztcl)?nnmnil rﬁ;?regdaggers Yz;.a;g_’s n/a %

address local health needs.

reduction of health Promoter staff in Year 2.5.




FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 62

c. Dataquality

Pre- and posttests will be usad in dl trainings of HPSO's and Promoters. This data will
be used to measure the qudity/effectiveness of trainings and to discover where further
on-the-job training is needed.

Oral Tegting in Care Groups: Asinterventions are phased in, Leader Mothers will be
ordly tested on their knowledge of key project messages during their biweekly Care
Group mestings in order to reinforce their current learning and assess whether the group
isableto carry out hedlth promotion without further extensve involvement of the
Promoter. If the average score in the group on the quiz exceeds 60%, the group
celebrates and proceeds to the next lesson plan. Otherwise, the group returns to study the
current lesson plan, stronger Leader Mothers are paired up with weaker ones for teaching,
and the group is retested in amonth. During the last year of the project, Promoters will
conduct reviews of dl the intervention lesson plansin dl groups. Performance of LMsis
a 50 assessed and improved by the Promoter using QIV checklists (assessing both content
and method used for hedth promotion). More information on FH’s methodology for
pre/posttesting can be found in the Title I1 M onitoring Toolkit produced by FH
technical staff at: http://gmefhi.net/fselisspr/index.htnm#mneT ool Kit.

Quality Improvement and Verification Checklists: QIVCswill be used by the
HPSO' sin their supervison of Promoters, and by the Promoters to supervise Leader
Mothers. The data from these checklists have been used by FH to measure and improve
the quality of key processes and interventions. (See Annex 12 for an example) They are
as0 used to measure the impact of trainings on fiddwork. FH’s HQ technicd gaff have
been heavily involved in QI activities and trainings, and have participated in the (former)
CORE QI Working Group. Checkligts for GM/P, individua counseling, IMCI,
education, and other key processes will be used.. (Thistool isdescribed in more detall in
the previoudy cited Monitoring Toolkit.)

The HPSO' swill use random spot checks of growth charts of mothersin the Care
Groups and compare that data to information reported by the Promoters. This datawill
be used to check the vdidity of the data reported by Promoters.  They will dso check the
vaidity of oral quizes completed by the Promoters by re-testing 10% of groups. (The
methodology for thisis described in the previoudy- cited Monitoring Toolkit.)

d. Monitoringtools:

A intid census was conducted in Phase | communities and will occur in Phase |l
communities during year three of the program. Thisis an essentia step in etablishing

the Care Groups that are central to this project’s methodology. The census dso indudes
aretrospective study on child mortality during the past year in households with
preschool children. Project staff members and partners have used this data to get an idea
of the pattern of child deeths (e.g., a what age children are dying from certain
classfications of illnesses) so the interventions and contact schedule can be modified to
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have more of an impact on mortaity. (See Report on Baseline Assessments, Annex 12
for results from this study.)

Community-level Information System: Every two weeks during the Care Group
meetings, each Leader Mother verbaly reports on the status of the women and childrenin
her twelve-group of households. This method dlows for the inclusion of both literate and
illiterate volunteers. One of the literate Leader Mothers is chosen by the group to be the
Presdent who isrespongble for filling in the group’s copy of the Care Group Report
Form. Thisreport formis a sheet for keeping track of pregnancies, births, deeths, and
children who are manourished, and children who have received key services (eg.,
vitamin A). The presence of thislocaly-held report alows the MOH and other
ingtitutions to coordinate directly with the Care Group Leaders when organizing
immunization posts and other health outreach activitiesin an area. The Promoter keeps a
copy of thisinformation in a duplicate Care Group Report Form (for each group). A taly
sheet is used to to keep track of the current month’s events and Situations, and this
information is reported to the HPSO during monthly meetings. HPSOs report to district-
level MOH representatives and the CS Program Manager in Beira and who then provides
monthly reportsto the FH HQ backstop in Washington DC and the Director of Hedlth
Programs. The information is also aggregated and reported during quarterly Team
Coordination Meetings. The datais used by Leader Mothers and hedlth facility staff to
inform others of children needing particular services (e.g., immunizations), to determine
which mothers need encouragement to seek certain services (i.e., to guide hedth
promotion), to track the number of child deaths, and to guage success locdly. At the
provincid levd, the aggregated data from these report forms -- when used with the mini-
KPC data -- can be used to monitor progress towards meeting targets (especidly in terms
of service provison) and problem aress.

Verbal Autopsies: Membersof FH's Title |1 technica support team are versed in the
use of verba autopsies for preschool children. In this project, verba autopsy formswill
be filled out by Promotersfor dl children under two years of age who die during the
project. Thistool will enable the project partnersto to andyze patterns of child mortdity
and make midcourse changes in project strategies in order to better target interventions
and decrease child deaths. (Thisform is available upon request.)

FH will dso use aBehavior Box and Growth Chart: Thisisacard that will be kept
with each growth card. The data contained in it are used to monitor and document
specific behaviors of the child’s mother (e.g., exclusive breastfeeding) so that hedth
workers can better understand the reasons behind patterns in a particular child's growth.
An example of abehavior isfound below.
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Things to ask the mother
during EACH VISIT.

|
|
|
-
I
|

Bor n:
mon yr

10 (11

Did vou aive vour child colostrum when he was born?

Are vou currently breastfeeding?

Are you currently giving your child any water, other liquids,
food or anything else except breast milk?

Are you presently giving your child solid or semisolid food?

Are you currently adding oil to your child’s food?

Has vyour child had diarrhea during the past month?

Has your child has cough/diff. breathing in the past month?

Has your child had a fever during the past month?

Has your child had any other illness in the past month?

In addition to the Behaviord Box, FH will be testing a Star Mom card, to be place on the
back of the Behaviora Box to keep track of mother’s completing key child surviva tasks.
These tasks includes immunizations, exclusive bresstfeeding, Vit A, deworming and

water purification. Anexampleof the Star Mom Card appears below, an X will be place

on each box when the task has been completed.

All Vaccines Exdusve BE

Mother Knows

Vitamin A #1 Vitamin A #2

Vitamin A #3

— —

Deworming #1 Deworming #2

Mother Purifies
Water
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e. Datacollection

Most Leader Motherswill not be responsible for collecting written data however they
will verbaly report on vita events, the number of beneficiaries they visited, success with
hedlth promotion and services that the children in their cohort have received.

The President of each Care Group will be responsible for maintaining the Care Group
Report Form which includes information on vitd events such as numbers of births,
deaths, malnourished children, as wel asinformation regarding beneficiary mothers.

Promoters will maintain a duplicate copy of each report form and will be responsible for
aTaly Sheet (see Annex 14 for an example) that includes aggregated information (for
his’her five Care Groups) regarding total number of Care Group teaching sessons held;
Lead Mother atendance during trainings, number of screening posts held and the number
of children seen during screening posts, information regarding manutrition disaggregated
by age groups, number of children and pregnant women dewormed; number of Vitamin
A doses adminigtered; number of children receiving ORS packets, number of children
immunized by the MOH during screening posts, number of pregnant women receiving
tetanus toxoid; and information regarding the number of child deaths (disaggregated by
age) during the month.. This information will be collected during bi-weekly Care Group
mesetings and Promoters will present monthly Taly Sheets to the HPSO' s during their
monthly district meetings as away to summarize the activities that they have conducted.

Quarterly monitoring surveys (mini-KPC’ s), to coincide with the completion of training
modules, will be conducted to collect more detalled information regarding the status of
vaccinations, vitamin A supplements, deworming, manutrition, and the adoption of key
behaviors. For pregnant women, additiond information regarding prenata vigts, iron
supplements, as well as post- partum Vitamin A supplementation will also be collected.

HPSO' s aggregate information and report monthly to the CSP Manager. The HPSO's
aso collect data regarding the performance of each Promoter. The CSP Manger will use
this aggregated data to monitor progress towards mesting targets (especidly in terms of
coverage levels and nutritional status) and problem aress.

The CSP Manager will provide areport on program progress and results during quarterly
CS Coordination team mesetings. The CSP Manager will also submit monthly reports to
the FH HQ backstop (a sample of the monthly CSP Manager monthly report can be found
in Annex 15.) These monthly reportsinclude information regarding the total number of
Care Group mestings held; number of mothers educated; training conducted during the
month — including topics, participants, and pre and post-test scores; stocks out of
materias and/or medicines; nutrition activities and coverage; morbidity and mortaity
patterns, QICL scores, field vidts by the CS Manager during the month; and activities
planned for the following month. The FH HQ technica backstop and the Director of
Hedth Programs will use thisinformation to assess progressin implementing program
drategies and to make modifications and improvements where necessary.
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f. Dataanalysisand use during monitoring

The data from the HIS will be aggregated by the M& E Specidist and analyzed, and sent
to the provincia MOH for their reporting and to the FH HQ for use in regular project
reporting to USAID.

Furthermore the information collected via the Care Group will be used by Leader
Mothersto tallor individua hedth lessons to the beneficiary mothers they serve.

The Care Group Presidents will look for trends in terms of Leader Mothers participating,
and which Beneficiary Mothers are being visited and which are not, which services
children need the most (in order to motivate beneficiary mothers to receive these services,
such as Vitimin A supplements).

Promoter’ swill track tendsin participation by Leader Mothersin Care Group training as
well astrends in coverage and services— i.e. malnutrition screenings, deworming,
immunizations, Vitamin A and ORS. Promaterswill also look for trendsin child deaths.
Fallowing the mini-KPC each year, Promoters will ook at progress made with each
indicator tracked via the mini-KPC and will devote more attention to those indicators that
aremoving dowly. LQAS datafrom the basdine survey is dso being shared with
Promoters so they know which of the indicators are most problematic for their digtrict.

HPSOsin addition to tracking Smilar types of information as the Promoters, will dso
track the performance of Promoters via QI'VCL and meetings with community leaders.
They will dso use the mini-KPC data and baseline LQAS data to will look at progress
made with each indicator and will devote more attention to those indicators that are
moving dowly in their didrict.

The CSP Manager will use program data to monitor the success of program interventions.
The CSP manager will aso monitor the work of al HPSOsand Program Promoters via
monthly fidd vigts.

The CS Coordination team will meet quarterly to discuss program results and activities
and will provide generd guidance and oversight throughout the life of the program.

g. On-going assessments:

FH will conduct an abbreviated health facility assessment in Manga didtrict focusng
on two key interventions— GM/P and diarrhea case management. HPSO' swill use
quality improvement checklists (QICL’ s) to assessthe quality of these services at locdl
hedlth facilities. The results of these assessments will be communicated to the MOH as
well as program partners— HAI and CUAMM —to asss in qudity improvement. We
will aso encourage the MOH to conduct Smilar assessments in additiond didricts.
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FH will conduct Rotating Mini-KPCs in project communities after the completion of
training modules. FH’s HQ technica team members have published on,?® and trained
other agenciesin, this methodology. With this methodol ogy, a short KPC-type
guestionnaire is administered yearly to a sample of mothers of children less than two
years of age (dl mothers from by one Care Group per Promoter, chosen without
replacement). Anthropometry will be done regularly: Weight-for-age will be assessed at
basdine, during the mini-KPCs, and at find. Data from these surveys help project
daff/partners to monitor progress towards meeting targets (especidly in terms of
behavior change), and to identify problem areas. For afull description of the Mini-KPC
methodology, see the Title 11 Monitoring Toolkit produced by FH technica daff a:
http://gme.fhi.net/fsefisapr/index.htm#mneT ool Kit

Quality Improvement Checklists will be used by the HPSO' s in their supervison of
Promoters, and by the Promoters to supervise Leader Mothers. QICL provide a detailed
check of hedlth workers performance on their key processes in order to monitor and
improve their performance, identify “system problems,” and to encourage them.

Barrier Analysiswill be conducted when developing each training module.

Food for the Hungry developed this gpproach to identifying overcoming barriers with the
help and funding of CORE Barrier Andlysisisarapid assessment tool that can help
community organizations identify why recommended hedlthy behaviors are reuctantly
adopted or not adopted at al. These behaviora determinants are identified so that

more effective behavior change communication messages, drategies and

supporting activities can be developed. It focuses on eight determinants. perceived
susceptibility, perceived severity, perceived action efficacy, percelved socid
acceptability, percaived sdf-efficacy, cues for action, perception of divine will, and
positive and negative attributes of the action (i.e., the behavior).

FH will use Barrier Analysis to determine key messages and activities for nutrition and
diarrhea management interventiors. It will aso be used throughout the life of the
program for behaviors that have not changed very muchin order to understand whet is
keeping people from making a particular change.

Focus Group Discussionswill aso be conducted in year one to supplement the KPC
with quditative data. This qualitative data will so help project Saff and partnersto
learn more about beliefs, practices and hedth vocabulary of the loca population

h. M&E rolesand responsibilities

The FH HQ technica backstop — Lauren Erickson-Mamane, MPH — and Tom Davis,
MPH (Dir. of Hedlth Programs) will provide a Sgnificant amount of M& E support to the
fidd g&ff in Mozambique. Mr. Davis has worked with the CORE Monitoring and
Evaluation Working Group, and was the lead author of the CSTS/CORE KPC 2000

28 Davis, T.P., Jr. and Mobley, J. (2001). Review of Health and Agriculture Monitoring Toolsfor Title !l Funded PVOs. Prepared
for Food Aid Management (FAM).
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Curriculaand the FAM Title Il Monitoring Toolkit.>® Ms. Erickson-Mamane has
conducted trainings in KPC Methods, LQAS, and QIVCs. Sheis currently amember of
CORE's M&E working group. FH’stechnica team members have been leadersin the
CS community in monitoring and evauation of CS and Title Il programs, have published
manuds for USAID on monitoring and evaduation, and will transfer these skillsto the
partnersin Mozambique during this project. FH HQ backstops will be responsible for
developing KPC and mini-KPC questionnaires, providing KPC and analysistraining,
assigting in developing monitoring forms, conducting trainings for the FH/Mozambique
program staff, and reporting program progress and results to CSHGP.

The M&E Specidigt will be respongible for participating in KPC surveys and data
andyssaswell as providing supervison for the M& E Technician. The M&E technician
will be respongble for day-to-day M&E activities: quarterly fidd vists to monitor
program activities, development of monitoring forms, data andysis, developing KPC
survey sampling frameworks, and monitoring program indicators and results.

i. Assessing and strengthening skill of M & E staff

Pre-test swill be used to assess the current capacity of the M& E staff prior to each
tranlng concerning M&E. The trainings related to M& E include:

KPC survey training

Qudity Improvement

Verba Autopsy

Mini KPC and anthropometry

Epi Info and data andys's

During these workshops the M& E gaff will gain skillsin developing KPC
questionnaires, developing sampling frameworks and conducting KPC surveys—to
include sdection of supervisors, interviewers, interviewees etc. During QIVC training,
M&E gaff will learn how to measure quality of key processes and gain skillsin
providing positive monitoring. They will learn how to conducting verba autopsiesfor
children 0-23 months of age. Thistoal will endble themto to andyze patterns of child
mortality and make midcourse changes in project strategies in order to better target
interventions and decrease child deaths. During mini-KPC and andysistraining, M& E
gaff will learn to monitor changes in knowledge, practice and coverage of program
beneficiaires.

j. Sustainability of M& E system

The hope isthat the Care Group Presidents and Leader Motherswill learn to maintain
information regarding the types of services needed by the mothers and children they
serves as which mothers are being reached by hedlth promation. Thisinformation will be
collected via Care Group regigtries.

29 The Title 11 Monitoring Toolkit (Tom Davis, MPH and Julie Mobley, MSPH, authors) is available through Food Aid Management
(FAM). Seehttp://gme.fhi.net/fse/isapr/index.htm#mneT ool Kit or
http://www.foodaid.org/worddocs/moneval/toolkit/FAM TIIMonitoringToolkit.ZI P.
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The god of the program isto have the MOH take over the role of Promoters once the
program has ended. MOH representative will be involved in al program trainings and
will participate in supervison of Promoters during the life of the program.

k. Operationsresearch ideasthat will be carried out

FH will contact universities in Mozambique and the U.S. to organize a study to document
the reasons for the success of the Care Group model. The study will examine costs
associated with the mode, how different activities contribute to the success of the model
(eg., TA, QI), which nutrition actions seem to have the most impact on growth, and other
elements.

Aspart of its Title Il Ingtitutiona Cgpacity Building program, members of FH’'sHQ
technica team will be visting Sofaa over the next four years to conduct severd nutrition
and nutrition-related sudies. Key representatives from the Child Surviva project saff
(e.g., the HNP Manager, CSP Manager and M& E Specidist) will participate in the
following studies (conducted by the DHP and consultants), as well:
A dudy on the effect of HIV/AIDS (and other chronic conditions) on
nutrition and food insecurity.
A sudy on general vulner ability assessment.
A dudy on localized determinants of malnutrition has already been carried out
(in January 2005). This expanded stand-aone PD study examined depresson in the
mother®®, intake of specific nutrients®' domestic abuse, acoholism among family
members, and other potential causes of manutrition. The results of this study can be
found in Annex 12 and will be used when choosng or deveoping key nutrition
messages, curricula, and activities for this project.

CSHGP program results

This project will offer support in the achievement of the following CSHGP Program
Results (PR9):

» PRI Increased use, coverage and quality of child and maternal health, and
nutrition and infectious disease programs implemented by PVOs and their local
partners. FH will hep the CSHGP meet this IR by increasing access to hedlth
promotion and community-leve hedth workers trained in community/HH IMCI,
and biweekly, high-qudity CS hedth promotion in 55,703 householdsin Sofala
province.

»  PR2: Increased sustainability of child and maternal health and nutrition and
infectious disease programs/interventions initiated by PVOs and their partners:
Studies have shown that Care Groups are very sustainable in Mozambique asa

30 See Carvalhaes MA and Benicio MH. (2002). Mother's ability of childcare and children malnutrition. Rev Saude
Publica 36(2):188-97.

31 See Golden, M.H. (1988) The role of individual nutrient deficiencies in growth retardation of children as
exemplified by zinc and protein. Linear Growth Retardation in Less Developed Countries. Waterlow, J.C. (ed.). pp.
143-163. New York:Raven Press.
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means of maintaining gains made in heath behavior change and coverage of
essential hedlth services

»  PR3: Child and maternal health and nutrition and infectious disease program
strategies, tools and approaches devel oped/adapted, tested and applied: During
this project, the innovative Care Group methodology, which is aready under
discussion by CORE and other child survival agencies, will be further tested and
goplied a the provincid levd. FH plansto collaborate with World Relief (thet is
menaging asmilar project in Gaza province) to document the effectiveness of Care
Groups. The results of these programs will be used to advocate for the use of Care
Groups as a nationa methodology to extend Community/HH IMCI in Mozambique.
Funding for vigts during the year to share lessons learned is included in the budget.
FH has dready collaborated with World Relief in the CORE-funded development
of a Care Group manud and child mortdity study in Care Group communities

[. USAID mission program results

This CS program is congstent with USAID/Mozambique s SO8 of the Country Strategic
Pan for 2004-2010: "Increased use of child surviva and reproductive hedth servicesin
target areas’. The Intermediate Results for this objective are (1) increased access to
qudlity child surviva and reproductive health services in target aress, (2) increased
demand a community leve for child surviva and reproductive hedth services, and (3)
more accountable policy and management. USAID Mozambique's god is "broad- based
rapid economic growth sustained through expanded capacities and opportunities.” This
child surviva program will hep USAID to meet these strategic objectives by greatly
increasing access to quality CS services, and demand at the community leve for CS
sarvices, by extending community and household IMCI and the Care Group sStructure to
ten digtricts of Sofaa provinces.

These contribution will be communicated to the mission viaregular communication
between CSP Manager Emma Hernandez, and Dr. Titus Angi with the USAID Missionin
Mozambique. The CSP Manager will dso fly to Maputo severd times ayear for meeting
with the Mission. Furthermore FH will supply the misson with a copies of our annud
project reports that will include the results of annud mini-KPC surveys.

m. For TB programs— Not Applicable

n. Evaluation plan
Midterm and find evauations will be conducted consstent with USAID’ s guidance.

At basdine, LQAS and pardld sampling were used in Phase | didtricts to accurately
sdect ninelots of 19 mothers each for two questionnaires (one for 0-11m old and one for
12-23m olds, with sick child questions in both in order to assure an adequate sample
gze). Thisdaawas used to inform project stakeholders — including community leaders
— on the current hedlth Situation in each didrict, to determine which digricts are in the
most need of attention. Basdline data was also used to establish find leves for

indicators. Key project data from the KPC will be shared with communities through the
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use of locdly-understandable graphs distributed through the Care Groups structure (as
part of each module). Leader Mothers will educate their neighborhoods and communities
on their dtuaion using these same graphs.  After two years, the project staff and partners
will conduct a basdline survey in the second set of five digtricts phased in during Y ear
Three using current staff.

At find, onelot of 19 mothers each for each of the ten districts will be used (with pardld
sampling of 0-11 and 12-23m olds) and the same questionnaire will be administered
aong with anthropometry. Data anadysis will be done using Epi-1nfo ver. 6.04d using
the same program from basdline which includes cross-tabulations of important variables,
with emphasis given to identifying factors related to nutritiona status, child’s gender, and
age of the mother.

A full description of our basdline survey isincluded in section 2 of the DIP and Annex
12.

Program Management

Organizational Structure: FH will direct, mentor and work through its partnersin
Maozambique, to build their capacity to administer and technically manage the hedth
activities conducted through the Care Group structure established by each digtrict office.
The proposed supervison and financid management sructureisillustrated in the
organizationd chartin Annex 6. FH will maintain close contact with the USAID Child
Survivad office, provide project guidance and backstopping, manage the US- portion of
the budget, and oversee the completion of USAID narrative and financid reporting
requirements. FH will be responsible for recaiving/dispersing dl funds.

A CS Coordination Team will meet each quarter and will be responsible for the
coordination and planning of activitiesin each didrict. Thisteam will be comprised of
FH gaff, provincid MOH representative, representatives from HAI, CUAMM, and
PWCSA. Once activities for the upcoming period have been decided upon by the CS
Coordination Team, the CSP Manager is responsible for communicating them to all
Hedlth Program Support Officids (HPSOs) twice aweek via cell phones, and during
monthly viststo each district. There will dso be monthly Digtrict Coordination

M eetings that will be attended by the HPSOs , Promoters, and representatives from
digtrict levdl MOH. Partnerswill dso ingal Groove software (see www.groove.net) to
share files and coordinate plans, and use Elluminate Live, a“virtud classroom”, which
dlows participants to ‘meet’ and communicate with othersin the ‘class’ (even over a
diad-up connection).

Food for theHungry, the Sofala and the Provincial MOH will bethe main fied
facilitetors of this project. FH will hireatota of five HPSOs responsible for the ten
digrictsincluded in the project. The CSP Manager and Provincid MOH representatives
will coordinate together to supervise technical agpects of their work related to this

project. Following the pattern used in FH' s previous work with Care Groups, the HPSOs
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will be respongible for biweekly supervision of gpproximately ten (paid) Promoters per
digrict. Onaquarterly basis, the MOH digtrict gaff will joint the HPSOsin ther
supervison of the Promoters (both during the project period and afterwards). Asthe
project proceeds, the District MOH staff will take a greater role in the supervison
functions. The HPSOswill be accountable to the CSP Manager. Each Promoter, in turn,
is respongble for educating and supervising the work of the LMsin the five Care Groups
that they serve. The PWSCA will mativate its network of volunteersin each didtrict to
participate in and aid the Care Groups established in each digtrict. Details of
authority/accountability are outlined in written agreements between FH and its partnersin
foundin Annex 4.

It is estimated that Leader Mothers will spend about two hours ever other week
participating in Care Group meetings. In addition to the Care Group meetings, LM’ swill
conduct home vidts to the 12 beneficiary mothersthey serve therefore devotion on
average 8 hours aweek to this program.

Lauren Erickson-Mamane, MPH is FH’s Child Survival and Nutrition Programs
Coordinator and will be respongble for the primary technicd and adminidrative
backstopping to the fidd staff, and will travel to Mozambique 2-3 times each year. She
will dedicate 42% of her timeto this project in Y ear One, and 35% of her timein
subsequent years. Lauren has over Six years of internationd devel opment experience and
ten years of project management experience in strategic planning, adminigtration,
supervison, and project evaluation both overseas and in the U.S. Lauren has conducted
trainingsin KPC methodology and Lot Quality Assurance Sampling. Tom Davis, MPH,
isFH’s Director of Health Programs (DHP) and will dedicate 38% of histime to the
project in Year One, and 30% of histime assisting in backstopping in subsequent years.
Mr. Davis has worked with CORE, and 18 PVOsin the child surviva community for 18
of the past 21 years, and was hired full-time with FH on10/1/04 after serving as a part-
time consultant to FH for seven years. Mr. Davis has been integraly involved with the
management of the Care Groups project for the last Six years in Mozambique and has
presented on the model at CORE, APHA, and other scientific meetings. He will travd to
Mozambique gpproximately two to three times each year.

Emma Hernandez Avilan, BSN is FH/Maozambique s full time Child Surviva Program
Manager and is responsible for managing the CS team in Mozambique. Ms. Hernandez
has ten years experience in training hedth workers during in Angola. Her expertise
indudes organizing, planning, training, and managing community health programs with
emphasson Maternal and Child Hedth. Ms. Hernandez will supervisor the CS HPSOS
and will dso provide guidance to the M& E Specidist in terms of the HIS and quality
improvement and verification methods. Mr. Tesfaye L egesse will serve asthe M& E
Specidid for this project, and is the current M& E Program Manager for
FH/Mozambique. Mr. Legesse has extensive experiencein coordinating the design,
planning, implementation and monitoring and evaluation of food security and integrated
community development projects; he has provided leadership to seven food security and
community development projects totaling over US$4 million Derrick Capurana will
serve as the M& E technician for this program and has been part of the FH/Mozambique
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M&E team for the past three years. Mr. Capurana is experienced with KPC surveys,
monitoring and evauating hedth and nutrition programs, data andyd's, survey report
writing, and training of gaff.

The HQ Child Surviva and Nuitrition Programs Coordinator and Director of Hedlth
Programs will bein regular communication with the CSP Manager, M& E Specidist and
M&E Technician.

FH will be responsible for supervising the completion of process goa's and findl

indicators. Progress toward objectives at the community level will be monitored jointly

by the HPSOs and MOH digtrict personnd, aided by the M& E Specidist (Tesfaye
Legesse) and the M&E Technician who report to him and travel between didtrictson a
regular basis. The M&E Specidist is directly accountable to the Country Director, but
will liaise with the CSP Manager and HNP Manager, aswell. The data from the HIS will
be aggregated by the M& E Specidist and analyzed, and sent to the provincid MOH for
their reporting, and to the FH HQ for use in regular project reporting to USAID. Monthly
project technical and quarterly financia reports sent from the CSP Manager to FH's DHP
will condtitute the basis of FH' s quarterly and annud reporting to USAID. Thiswill
include internd auditing by field saff and ayearly externd audit. Internet service for the
project officein Beiraisrdiable, and is used for frequent communications and document
transfer. Shortwave radio communication is already being used in the project area by FH
and will be extended to al ten project digtricts to facilitate project coordination. All
HPSOs are provided with cell phone to further increase communication capabilities.

FH’s Child Surviva and Nutrition Programs Coordinator (CSNPC) (at 35%) will be
responsible for the primary technica and administrative backstopping to the field staff.
She will be asssted by FH’ s Director of Hedlth Programs (at 30%). The DHP and
CSNPC will ensure trandfer of skills through severd mechanisms. (1) The DHP and
CSNPC will each conduct trainings and participate in curricula development with fidd
daff in Mozambique threetimes ayear. Thiswill include training in KPC methodol ogy,
LQAS, supervison & qudity improvement, and Epi-Info 3.2, aswell as participating in
curriculadesign. (2) The CSNPC will send summaries of rdevant information from the
CORE ligtserv and working groups, technical newdetters, USAID correspondences, and
relevant training opportunities to project staff members. (3) The DHP and CSNPC will
send information from technica updates and lessons learned during CS meetingsin
Washington to the CSP Manager and HNP Manager.

. Organizational Development (for Entry/New Partner Grantees) not applicable

. Training Plan
Please see training table below:



TRAINING TABLE

MOH = Ministry of Health; HAI = (Local NGO); CUAMM = (Int'l NGO), PWCSA = (Moz. Gov Organization); AISPO = (Int'l NGO); DHP = Dir. of Health Programs (HQ backstop);
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CSNPC = Child Survival & Nutrition Programs Coordinator (HQ Backstop); HNP Manager = Health & Nutrition Program Manager; CSP Manager = Child Survival Program
Manager; M&E Spec. = Monitoring and Evaluation Specialist; M&E Tech = M&E technician; HPSO = Health Program Support Official ; TBA = Traditional Birth Attendant; CG = Care

Group; LM = Leader Mothers; HH = Household

Training Days People Participants Trainers When

FHI Country Director, HNP Manager, CSP Manager, M&E

Spec, Financial Mgr, Human Resource Mgr, Administrative DHP, CSNPC, CSP Manager,
CS Startup Workshop 3 2 Assistant, 4 HPSOs , 5 district MOH reps, 2 CUAMM reps, HNP Manager December 2005

HAI rep, PWCSA rep, Salvation Army Rep, translator,
Staff orientation and basic administrative training (in-house) 4 4 3 HPSOs, Office Assistant CSP Manager (input from HNP) December 2005
Census and community mapping training 2 30 30 Promoters 3 District HPSO January 2006
?:asgllne Survey (KPC): Training in Beira for KPC CORE 4 2 CSP Manager, M&E Tech HNP, M&E Spec. February 2006
Baseline Survey (KPC): Districtlevel trainings of Interviewers 3 16 3 HPSQs, 10 interviewers,_l_ proyincial MOH rep, 1 CSP Manager, M&E Tech, February 2006
and Others Supervisor/Translator, Administrative Assistant

CSP Manager, M&E Spec, M&E Tech, 3 HPSOs, 4 district
KPC Analysis training 2 15 MOH reps, 1 translator, Administrative Assistant, AISPO rep, DHP March 2006

HAI rep, PWSCA rep

CSP Manager, M&E Tech, 3 HPSOs, Administrative Assistant,
DIP workshop 5 10 AISPO rep, HAI rep, PWSCA rep, CUAMM rep CSHPC March 2006
Orientation workshops for Promoters/partner staff on selection 44 30 Promoters, 3 HPSOs, M&E Tech, HAI rep, AISPO rep,
of LMs, working w/CGs, use of HIS, and overview of 3 (in2 PWCSA rep, CUAMM rep, provincial MOH rep, 5 district MOH | CSP Manager, 3 HPSO April 2006
interventions. groups reps

. 43
CG Module #1: Being a Leader Mother: CG/LM role, how - I L
. 3 M . (divided | 3 HPSO, 30 Promoters, 5 district MOH reps, 1 Provincial MOH
to v_vork with communities, BCC skills, vital events reporting, 5 into 2 rep, HAI rep, AISPO rep, PWSCA Rep, CUAMM rep CSP Manager June 2006
maintenance of CG Report Form, etc.
groups)
44 .
- - AN M&E Tech., 3 HSPOs, 30 Promoters, CSP Manager & M&E Spec (with
Supervision/CQI Training/Verbal Autopsy 5 (c21|\3:ioeu gst;) 10 MOH/HAI/PWCSA/AISPO/CUAMM input from DHP) June 2006
Community/HH IMCI TOT for HSPOs and Promoters 6 (48 23 3 HPSOs, 10 MOH/HAI/PWCSA/AISPO/CUAMM, 30 MOH IMCI Trainer, CSP Sept 2006
hrs) Promoters Manager

LMs trained on Module #1 nla 2,100 All LMs, trained during CG Meetings during two-month period Promoters July - August 2006
Beneficiary Training, Module #1 nia 25,200 HH Qgr:al\éls, trained during CG Meetings during three-month ;gg% - August
Community IMClI trained HSPO and Promoters begin training 48 150 One mother per CG trained over four weekends (8 days), HPSOs and Promoters, & MOH | August 2006 and
selected LMs in C-IMCI in each district hours trained in groups of 30, ongoing, throughout project. IMCI trainers afterwards
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Training Days People Participants Trainers When
CG Module #2 on Sanitation & Hygiene: Disposal of
excreta, latrines, hand washing, chlor. of water, cholera prev., 5 43 :; r;z;gz’ 10 MOH/HAIPWCSA/AISPOICUAMM, 30 CSP Manager Sept 2006
food prep. and storage; deworming, etc.
Training of LMs on Module #2 nia 2100 All !_Ms, trained during CG Meetings during three-month Promoters October -
period December 2006
Beneficiary Training, Module #2 n/a 25,200 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers October -
December 2006
L DHP, CSNPC, CSP Manager, M&E Spec., M&E Tech, 3 DHP, CSHPC, HNP Manager,
Mini-KPC & Anth Worksh Beg Feb 2007
In-KPC & Anthropometry Workshop S 8 HPSO, 30 Promoters; 10 MOH/ HAI/PWCSA/AISPOICUAMM | CSP Manager, HSPOs eg Feb 200
. DHP, CSNPC, CSP Manager, M&E Spec, M&E Techs., 3, .
Data Analysis Workshop S 1 HPSOs, 5 MOH reps, 4 HAVPWCSAJAISPO/CUAMM reps | Mid Feb 2007
CG Module #3 on Diarrhea: Prevention and recognition of End
) ; . HPSOs, 10 MOH/ HAI/PWCSA/AISP AMM, -
dehydration / ORT / dietary manag./ dysentery/persistent 5 43 Iirom(?teorz 0 MOH/HAI/PWCSAJAISPOICU 30 CSP Manager Feb/Beginning
diarrhea / bloody diarrhea March 2007
Training of LMs on Module #3 nfa 2100 All !_Ms, trained during CG Meetings during three-month Promoters Mid March-Mid
period May 2007

o ; Mid March —Mid
Beneficiary Training, Module #3 n/a 25,200 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers May 2007
CG Module #4 on Breastfeeding: Initial BF/colostrum

, . . X 3 HPSOs, 30 Promoters, &
Exclusive BF, persistent BF, not using bottle, advantages of 5 43 10 MOH/HAPWCSA/AISPO/CUAMM reps CSP Manager End of May 2007
BF, resolving BF problems, etc.
Training of LMs on Module #4 n/a 2,100 Qgr:j\éls‘ trained during CG Meetings during three-month Promoters June - July 2007
Beneficiary Training, Module #4 n/a 25,200 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers June - July 2007
CG Module #5 on Comp. Feeding: Introd. of comp. foods:
Nutritionally-dense  foods, PD practices, freq. of feeding, 3 HPSOs, 30 Promoters, &
serving sizes, GM/P, overview of Hearth, referral of sev. 5 3 10 MOH/HAI/PWCSA/AISPO/CUAMM reps CSP Manager End of July 2007
malnourished children, etc.
Training of LMs on Module #5 n/a 2,100 All LMs, trained during CG Meetings during four-month period Promoters Aug — Sept 2007
Beneficiary Training, Module #5 n/a 25,200 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Aug - Sept 2007
CG Module #6 on Micronutrients: micronutrient-rich foods, 3 HPSOs, 30 Promoters, &
Vitamin A supp. for children and p/p women, tx with Vitamin A S s 10 MOH/HAI/PWCSA/AISPO/CUAMM reps €SP Manager End of Sept 2007
Training of LMs on Module #6 nla 2,100 All LMs, trained during CG Meetings during two-month period Promoters Oct — Dec 2007
Beneficiary Training, Module #6 n/a 25,200 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Oct - Dec 2007
CG Module #7 on Nut. during Pregnancy: Nut. messages 3 HPSOs. 30 Promoters. &
for pregnant women, necessary nutrients, micronuts., iron 5 43 10 MOH/HAI/PWCSA/AISPO/CUAMM reps CSP Manager Mid Feb 2008
supp., danger signs during pregnancy

N ) i . ) . End Feb-March

Training of LMs on Module #7 n/a 2,100 All LMs, trained during CG Meetings during two-month period Promoters

2008
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Training Days People Participants Trainers When

Beneficiary Training, Module #7 n/a 25,200 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Egggl:eb ~March
Catch up training for LM and BM needing review on nla nla All LMs and BM trained during CG Meetings Promoters & Leader Mothers April - May 2008
modules based on post test scored
Review training on Modules 1-7 for Phase | Care Groups n/a 27,300 All LMs and BM trained during CG Meetings Promoters & Leader Mothers ‘;ggg 2008 - May

L 5 HPSO, 56 Promoters, 11 District MOH reps, 1 Provincial . $
TOT for Hearth Nutritional Rehab Method (Year 3) 5 79 MOH rep, HAIICUAMM/AISPO/PWCSA reps. CSP Manager (input from DHP) April-June 2008
Phase | Promoters teach LMs review modules on nutrition and . : -

X . ) All 2,100LMs trained during CG Meetings and all June 2008 — Sept
diarrhea, ar_1d_ add. modules on malaria, HIV/AIDS, MNC; LM nla 27,300 25,200mothers of 0:23m olds and pregnant women trained Promoters & Leader Mothers 2010, monthly
teach beneficiary mothers these lessons

All 2,730 Phase Il LMs trained during CG meetings and all :
Phase Il Promoters and LMs follow the same pattern of ) April 2008 — Sept
trainings and Modules shown above n/a 35,490 32,760 mothers of 0-23m olds and pregnant women in Phase Promoters & Leader Mothers 2010

Il districts trained

I~ — DHP, CSHPC, HNP Manager,

Mini-KPC & Anthropometry Workshop 5 49 5 HPSO, 39 Promoters, 5 district MOH reps CSP Manager. HSPOs June 2008
CG Module #1: Being a Leader Mother: CG/LM role, how
to work with communities, BCC skills, vital events reporting, 5 49 5 HPSO, 39 Promoters, 5 district MOH reps CSP Manager July 2008
maintenance of CG Report Form, efc.
Supervision/CQI Training/Verbal Autopsy 3 49 5 HPSO, 39 Promoters, 5 district MOH reps CSP Manager, M&E Tech July 2008
LMs trained on Module #1 n/a 2730 ;\grit'(‘j"s* trained during CG Meetings during three-monih Promoters Aug — Sept 2008
Beneficiary Training, Module #1 nla 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Aug — Sept 2008
Community/HH IMCI TOT for HSPOs and Promoters 9 46 2 HPSO, 39 Promoters, 5 MOH reps MOH trainer ?ggénnmg of Dec
Community IMCI trained HSPO and Promoters begin training _ Dec 2008 and
selected LMs in C-IMCI in each district 8 195 195 Leader Mothers — one mother per phase Il Care Groups Promoters thereafter
CG Module #2 on Sanitation & Hygiene: Disposal of
excreta, latrines, hand washing, chlor. of water, cholera prev., 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager End of Sept 2008
food prep. and storage; deworming, etc.
Training of LMs on Module #2 n/a 2,730 'sgr:;)'\éls‘ trained during CG Meetings during three-month Promoters Oct — Nov 2008
Beneficiary Training, Module #2 n/a 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Oct — Nov 2008
CG Module #3 on Diarrhea: Prevention and recognition of End of Feb — beg
dehydration / ORT / dietary manag./ dysentery/persistent 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager

) . March 2009
diarrhea / bloody diarrhea
Training of LMs on Module 3 n/a 2730 All !_Ms, trained during CG Meetings during three-month Promoters Mid March —Mid

period May 2009
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Training Days People Participants Trainers When
Beneficiary Training, Module #3 n/a 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers mgy'\gggcg —Mid
CG Module #4 on Breastfeeding: Initial BF/colostrum,
Exclusive BF, persistent BF, not using bottle, advantages of 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager End of May 2009
BF, resolving BF problems, etc.
Training of LMs on Module #4 n/a 2,730 Qgr:;)’\éls' trained during CG Meetings during three-morih Promoters June - July 2009
Beneficiary Training, Module #4 nla 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers June - July 2009
CG Module #5 on Comp. Feeding: Introd. of comp. foods:
Nutnponally-dense foods, PD practices, freg, of - feeding, 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager End of July 2009
serving sizes, GM/P, overview of Hearth, referral of sev.
malnourished children, etc.
Training of LMs on Module #5 n/a 2,730 ':gr:;'\gs‘ trained during CG Meetings during three-month Promoters Aug — Sept 2009
Beneficiary Training, Module #5 n/a 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Aug — Sept 2009
CG Module #6 on Micronutrients: micronutrient-rich foods, i
Vitamin A supp. for chidren and p/p women, t with Vitamin A 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager End of Sept 2009
Training of LMs on Module #6 n/a 2,730 Qgril(_)l(\iﬂs’ trained during CG Meetings during three-month Promoters Oct — Nov 2009
Beneficiary Training, Module #6 n/a 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers Oct — Nov 2009
CG Module #7 on Nut. during Pregnancy: Nut. messages
for pregnant women, necessary nutrients, micronuts., iron 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager End of Feb 2010
supp., danger signs during pregnancy
Training of LMs on Module #7 n/a 2730 All !_Ms, trained during CG Meetings during three-month Promoters April —March
period 2010
Beneficiary Training, Module #7 n/a 32,760 HH | All mothers of 0-23m olds and pregnant women trained Leader Mothers ,ZAgln(I)— March
Catch up Trainings for LM and BM needing review on 5 46 2 new HPSO, 39 Promoters, 5 district MOH reps CSP Manager May 2010
certain modules based on post test scores
5 HPSOs, 56 Promoters, 15 MOH/AISPO/ June 2010 - Sept
NEW CG MODULES 5 76 HAVPWSCA/CUAMM rep CSP Manager 2010
New modules for both Phase | and Phase Il LM n/a 4,830 All Phase | and Phase Il LM’s trained on new modules Promoters ;ggg 2010 - Sept
Beneficiary Training New Modules n/a 57,960 All mother of 0-23 m olds and pregnant women trained Leader Mothers ‘;ggg 2010 - Sept
CSP Manager, M&E Spec, M&E Tech, 10 district MOH reps, 1
Lessons Learned Workshop for PVOs, NGOs, MOH, and other 1 0 prov. MOH Rep, 5 HPSO 1AISPO. 1 HAI rep, 1 PWCSA CSP Manager, DHP, CSNPC, Sept 2010

Stakeholders

rep.,1 CUAMM rep, 7 other NGO/PVO reps.

Participants




FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 78

7. Work Plan and Table

Year 1 Year 2 Year 3 Year 4 Year 5

Activity 03] 2 |l ] lodort] z]oslodorloz]osfosotloz] 3] o

PHASE | DISTRICTS IN SOFALA

Elaboration of DIP

Orientation for Promoters

Finish forming the Care Groups

Revising and testing Care Group Module 1

CSP mgr in US

X XX X[ X1 X

Supervision/CQl/Verbal Autopsy Training
Training of HPSOs, Promoters, MOH and
partners on Module 1 Care Group X
QOrientation

Phase | Promoters train LM on Module 1, X
LMs do health promotion on Module 1

Revise and pre-test Module 2

Community HH/IMIC TOT for HPSO and X
Promoters

Community IMCI trained HPSO and
Promoters begin Training Slected LMs in C- X
IMCI in each district

Training of HPSOs, Promoters, MOH and
partners on Module 2 Sanitation and X X
Hygiene

Phase | Promoters train LM on Module 2, X
LM do health promotion on Module 2

Annual review meeting of Project Partners;
Devel. of Year #2 Annual Implementation X
Plan & Use/ Analysis of Verbal Autopsies
Workshop (FHI HQ Backstop visit)
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Year 1 Year 2 Year 3 Year 4 Year 5
Activity QB 4 | Q1 | Q21 Q3] 4| 1| 2| Q3| 4| Q1 | 2|3 031 ]2 Q3| o4
Revise and pre-test Module 3 X
Mini KPC and anthropometry as well as
KPC workshop and data analysis X
workshop
Training of HPSOs, Promoters, MOH and X
partners on Module 3
Phase | Promoters teach LMs on Module X X
#3; LMs do health promotion on Module #3
Revision and pretesting of Care Group X X
Module #4: Breastfeeding
Training of Phase | District Coordinators X
and Promoters in Care Group Module #4
Phase | Promoters teach LMs on Module X X

#4; LMs do health promotion on Module #4

Revision and pretesting of Care Group
Module #5: introduction of X
Complementary Foods

Training of Phase | District Coordinators

and Promoters in Care Group Module #5 X
Phase | Promoters teach LMs on Module X

#5; LMs do health promotion on Module #5

Revision and pretesting of Care Group X
Module #6: Micronutrients

Training of Phase | District Coordinators X

and Promoters in Care Group Module #6

Phase | Promoters teach LMs on Module X

#6; LMs do health promotion on Module #6

Annual review meeting of Project Partners
& Devel. of Year #3 Annual Implementation X
Plan (FHI HQ Backstop visit)

Revision and pretesting of Care Group
Module #7: Nutrition and Care for X
Pregnant Women

Mini-KPC & anthropometry for Year Two X

Training of Phase | District Coordinators
and Promoters in Care Group Module #7
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Year 1 Year 2 Year 3 Year 4 Year 5
Activity QB 4 | Q1 | Q21 Q3] 4| 1| 2| Q3| 4| Q1 | 2|3 031 ]2 Q3| o4
Phase | Promoters teach LMs on Module X
#7; LMs do health promotion on Module #7
Catch up on modules X
Mid term evaluation X
PHASE Il DISTRICTS IN SOFALA
KPC, FGDs, and Barrier Analysis studies. X
Selecton of Phase Il Promoters and
formation of Community Development X
Committees
Community mapping and census activity X

Identification of Leader Mothers and
formation of Care Groups

TOT for District Coordinators and
Promoters on Hearth Nutritional X
Rehabilitation Methodology;

TOT for other partners on Hearth Nut. X
Rehab Methodology

Begin Hearth Methodology & PD studies in

project communities X
Mini-KPC & anthropometry workshop X
(Phase Il staff)

Supervision/CQI/Verbal Autopsy Training X
Training of HPSOs, Promoters, MOH and

partners on Module 1 Care Group X
Orientation

Phase Il Promoters train LM on Module 1, X
LMs do health promotion on Module 1

Training of HPSOs, Promoters, MOH and

partners on Module 2 Sanitation and X

Hygiene

Phase Il Promoters train LM on Module 2,
LM do health promotion on Module 2
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Year 1 Year 2 Year 3 Year 4 Year 5

Activity Bl |ot]]wloaot]ldlaaotlld]B|otlz] el s

Annual review meeting of Project Partners
& Devel. of Years #4 & 5 Annual
Implementation Plan (FHI HQ Backstop
visit)

Community HH/IMIC TOT for HPSO and
Promoters

Community IMCI trained HPSO and
Promoters begin Training Slected LMs in C- X
IMCI in each district

Mini KPC and anthropometry year 4 X

Training of HPSOs, Promoters, MOH and
partners on Module 3 Diarrhea

Phase Il Promoters teach LMs on Module X X
#3; LMs do health promotion on Module #3

Training of Phase | District Coordinators
and Promoters in Care Group Module #4 X
Breastfeeding

Phase Il Promoters teach LMs on Module X X
#4; LMs do health promotion on Module #4

Training of Phase | District Coordinators
and Promoters in Care Group Module #5: X
introduction of Complementary Foods

Phase Il Promoters teach LMs on Module X
#5; LMs do health promotion on Module #5

Training of Phase | District Coordinators
and Promoters in Care Group Module #6 X
Micronutrients

Phase Il Promoters teach LMs on Module
#6; LMs do health promotion on Module #6

FINAL KPC X

Final Evaluation X X

Training of Phase | District Coordinators
and Promoters in Care Group Module #7 X
Nutrition and Care for Pregnant Women

Phase | Promoters teach LMs on Module X X
#7; LMs do health promotion on Module #7
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Year 1 Year 2 Year 3 Year 4 Year 5
Activity Q3 Q41 Q1| Q2 Q3 | &4 | Q1 Q21 Q3| 4 QL] Q| @3 Q3| Q1 | Q2 Q3 | &4
Catch up on modules for Phase | X
New module for Phase | and Phase Il X X

Promoters, LM and BM

Lessons Learned Workshop for PVOs, X
NGOs, MOH, and other Stakeholders

Hearth Screenings X X X X X
Barrier Analysis X X X X X X X X X X X X X X X
Coordination with Partner and MOH X X1 x 1 X X1 x| X X | x| X X | x 1 X X | x| x X | x
Monthly HPSO and Promoter Meetings X X X X X1 X X X X X X1 X X X X X X | X
X X X X X X X X X X X X X X X X X X

CS coordination team quarterly meetings
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9. Revised Budget and Budget Narrative:

[Please see separate file]
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Budget Narrative

Changes from the proposal budget: please note that most all of the line items have
changed given changes in project districts, some improvements in staffing, and
changes in transportation means available in new districts

Field Staff: Given that this project will be carried out in ten districts of Sofala province, we
plan to phase in interventions and district’‘community-level workers in project areas, starting in
five districts of Sofala, and then extending to five additional districts in Sofala. During the
second phase (commencing Year 2.5), the number of Promoters used to cover the first set of
districts will be dropped by half, and the remaining Promoters will visit Care Groups on a
monthly rather than biweekly basis.
CS Program Manager: The CS Program Manager will be paid for out of FH's cash match.
We have budgeted for an expatriate (Ms. Emma Hernandez, BSN).
M&E Specialist and Technicians: This is the current salary level for Mr. Tesfaye Legesse
(an Ethiopian national) who currently holds this post in FH/Mozambique. Mr. Legesse will
devote 13% of his time to this project, and will be assisted by an M&E technician who will
devote 80% of his time. They will not start billing their time on the project until during the
3rd month, therefore working 9 out of 12 months during year 1.
HSPOs: Each district will have a HSPO who is a qualified health worker. There will be
three HPSOs in Phase | (all of whom worked on the Title Il Care Group project —hence the
varying pay grades) and two will be added in Phase Il (mid-point of Year 3), bringing the
total to five of the LOP in both provinces.
Promoters: Thirty will be hired to work in the 5 districts of Sofala in the first phase. In the
mid-point of Year 3, there will be 39 new Promoters hired for the five additional districts in
Sofala bringing the total number of Promoters to 69 for the LOP. They will not be hired
during the first months but will hired in the 4" month of the project. Therefore working 8
out of 12 months during year 1.
Drivers: One drive will be hired to support program activities. They will not be hired during
the first months but will hired in the 3rd month of the project. Therefore working 9 out of 12
months during year 1.
District Team Leaders: District Team leaders support FH programs at the district level and
will dedicate 13% of their time to this program. There will be 2 District Team leaders
responsible for Phase | districts and another 2 will be added in Phase Il. They will not be
hired during the first months but will hired in the 4" month of the project. Therefore
working 8 out of 12 months during year 1.
Community Team Leader: The CTL is part of the District team and will dedicate 12% of
his/her time to this program. Will not be hired during the first months but will hired in the
4t month of the project. Therefore working 8 out of 12 months during year 1.
Community Development Leader: Is part of the District team and will dedicate 10% of
his/her time to this program. Will not be hired during the first months but will hired in the
4t month of the project. Therefore working 8 out of 12 months during year 1.
District Logisticians: District logistician will dedicate 7% of their time to this program — 2 in
phase | and 4 in Phase Il. Will not be hired during the first months but will hired in the 4t
month of the project. Therefore working 8 out of 12 months during year 1.
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Guards: Three guards will be hired for this program for both provincial and district offices.
Will not be hired during the first months but will hired in the 7 month of the project.
Therefore working 5 out of 12 months during year 1.

Trainer — a full time trainer will be hired to develop program curricula and train program
staff. Will not be hired during the first months but will hired in the 7" month of the project.
Therefore working 5 out of 12 months during year 1.

Key Personnel to Include in Cooperative Agreement: FH has hired a Child Survival and
Nutrition Programs Coordinator, Lauren Erickson-Mamane, MPH who will serve as the HQ
technical backstop for this project at 42% for year one and 35% thereafter. FH'’s Director
of Health Programs, Tom Davis, MPH who will provide backstopping support at 38%
during the first year and 30% thereafter. The CSP Manager will be Emma Hernandez,
BSN. Mr. Tesfaye Legesse will serve as the M&E Manager.

Field Staff Fringe: Expenses for fringe are included for field and HQ staff, based on FH’s
current fringe benefits for Title Il staff, which is in line with the USAID Mozambique Mission’s
Compensation Plan. The fringe rate for FH expatriate staff (CSP Manager and M&E
Specialist) in Mozambique for the project will amount to 100.0% of salary. For all other
field staff, it is based on 25%%of salary. The breakdown of the local benefits is as follows:
Resettlement allowance, 50% of one month’s salary = Salary*0.04166

Social Security, 4%

Bonus, 1 month salary = Salary*0.08333

Medical, $300/year

Termination Benefits 12.5%

VVVVY

The breakdown of expatriate field staff benefits is:

> 12% Medical

» 5%, Pension

> 2.5%, liability insurance

» 44% Housing and security guard:

> 14% Housing maintenance and utilities

> 18% Mileage

» 3.3% Local medical related costs

2.2% School fees for dependents

Yearly increases in salaries: Our yearly increases in salary are in line with or slightly below
those used by other PVOs in Mozambique: 5% per year. The CSP Manager’s fringe costs
are covered out of match.

Y

HQ Staff: Includes the Director of Health Programs (Tom Davis, MPH) project at 38% during
year 1 (when project activities are more intense) and 30% years 2-5, the Child Survival and
Nutrition Programs Coordinator (Lauren Erickson-Mamane, MPH) who will be the HQ backstop
for this program devoting 42% of her time during year 1 and 35% thereafter. The yearly
increase in the backstop salary is based on the average inflation rate in the U.S. for the period
1992-2001 [2.7%32] plus a small yearly increase to yield a total of 5%. The Director of Health
Program’s salary will be paid with matching funds.

%2 See hitp:/AMww.eh.net/enresources/howmuchvinflationg.php. inflation rate.
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IV. HQ Fringe: The fringe for FH’s HQ staff is 22%. For HQ, the breakdown of the fringe rate
is:
Medicallvision/dental/life ins. 9.35%
Pension 5%
FICA 7.65%

Total Benefits = 22.0%
The Director of Health Program’s fringe will be paid with matching funds.

V. Field Travel -

The following corresponds to numbered items in the budget in Section V.:

A. International Air Transportation
CSP Manager, Colombia - Mozambique, one way
CSP Manager, Colombia - Mozambique roundtrip for home leave. This will be paid with
matching funds. If CSP Manager decides not to renew her contract at this time, this line
item would provide for flying a newly hired CSP manager to Mozambique
CSP Manager, Mozambique to Nairobi for regional continuing education opportunities
trainings, not yet identified. This expense will be paid out of match.
CSP Manager to US for DIP review workshop in Baltimore. This will be paid with
matching funds.

B. Domestic Air Travel

1. CSP Manager to Maputo: Funds are requested to permit the CSP Manager to attend
coordination meetings in Maputo with the national MOH, USAID, World Relief and other
PVO representatives (for policy advocacy), and other functions twice a year. (More trips to
Maputo will be made, but the airfare for these flights will be covered through other grants.)

C. Ground Transportation — PLEASE NOTE the number of participants in trainings
reflected in the training table in Section 7 of the DIP is slightly lower than the
number of individuals receiving transportation and food and lodging as shown on
budget. This is due to the fact that the budget includes costs associated with
drivers needed to transport training participants

1. CS Startup Workshop: Funds are requested for transportation for 22 participants
(stakeholders and project staff — see training table in Section 7 of the DIP) to the two-day
CS startup workshop from different parts of the project area to Beira where the workshop
will be held. The cost is based on 300,000 Meticais each way, or $12.50 per participant.

2. Orientation Training for Promoters and Partners, A 3-day orientation training for
Promoters and partners will be held in Year 1 in the five districts phased in during the first
2.5 years, and in Year 3 for the remaining five districts. Please refer to the Training Table
for a list of participants. Transportation costs (pick up by project vehicle — as there are no
reliable public transportation options in most of the program districts) are based on
transportation costs within each district amounting to $23.90 roundtrip per person.
Trainings will be held at several district locations.
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3.-9. Trainings on each Care Group Module: Five-day trainings on each Care Group Module

10.

11.

12.

13.

14.

15.

(#1 through #7) will be provided at the district level. In the first phase of the project, each
workshop will be attended by the 30 Promoters in Phase | districts, plus 3 HSPOs, and 10
MOH/PWCSA/HAI/CUAAM/AISPO representatives and two trainers (CSP Manager and
CS Trainer). In phase two, each workshop will be attended by the 39 Promoters included
in phase two, 5 HPSOs, 5 MOH representatives (one per new district), and two trainers.
Transportation costs (pick up by project vehicle — as there are no reliable public
transportation options in most of the program districts) are based on transportation costs
within each district amounting to $23.90 roundtrip per person. Trainings will be held at
several district locations.

Training on additional module: training of all 56 Promoters active during Phase Il, 5
HPSO and 15 MOH/PWCSA /HAI/CUAAM/AISPO representatives, trainers will be CSP
manager and CS trainer. Transportation costs (pick up by project vehicle —as there are no
reliable public transportation options in most of the program districts) are based on
transportation costs within each district amounting to $23.90 rounditrip per person.
Trainings will be held at several district locations.

Hearth Nutritional Rehabilitation Workshops for Promoters/HPSOs and Partners: A
five-day training on how to conduct Hearth nutritional rehabilitation workshops at the
community level through the Care Group structure will be conducted in Year 3 of the
project with all of the 56 Promoters active in the second phase of the program plus the 5
HSPOs and 15 MOH/NGO reps.. Workshops will be held at the district level.
Transportation costs (pick up by project vehicle — as there are no reliable public
transportation options in most of the program districts) are based on transportation costs
within each district amounting to $23.90 roundtrip per person.

C/HH IMCI Training-of-Trainers: A 48 hour TOT on IMCI will be held in each district for
all Promoters (30 in Year One, and 39 in Year 3) plus the HSPO and three partner
representatives (from either the MOH or CUAAM) in each district. Transportation costs
(pick up by project vehicle —as there are no reliable public transportation options in most
of the program districts) are based on transportation costs within each district amounting
to $23.90 roundtrip per person.

C/HH IMCI Training of Leader Mothers: One Leader Mother per Care Group (150 in
phase one and 180 in phase two) will receive a 48 hour training in C/HH IMCI at the
district level (facilitated by the trained HSPO and Promoters). Transportation costs (pick
up by project vehicle —as there are no reliable public transportation options in most of the
program districts) are based on transportation costs within each district amounting to
$23.90 roundtrip per person.

Supervision/CQI Training, Verbal Autopsy Training: Districtlevel, five-day trainings on
supervision and CQI and Verbal Autopsies will be provided for staff and partners. (See
Training Table for a list of participants.). Transportation costs are based on public
transportation costs within each District amounting to $23.90 roundtrip per person.

Analysis Software Training: A five-day workshop for 15 project staff members and
partners (see list in Training Table) on analysis software (e.g., Epi-Info 3.2) will be held in
the first year of the project and conducted by the DHP and CSNPC. This workshop will be
held in Beira and the average transportation costs per participant will be $25.00
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16. Mini KPC/Anthropometry Training: A five-day workshop for 49 people in year 1 and an
addition training for 53 people in year 3. This workshop will be held in Beira and the
average transportation costs per participant will be $25.00

17. Lessons Learned Workshop: A one-day Lessons Learned Workshop will be held in the
final year of the project for 30 participants. This workshop will be held in Beira, some
participants will be coming from Beira, some will be using program vehicles, some will
provide for their own transportation (e.g., PVO/NGO representatives from other areas of
the country) the average transportation cost per participant is $25.

18. Trips from Provincial Offices to Districts and within Beira by the CSP Manager and
M&E Specialist: These visits will be for coordination and supervision of the work in each
district. During each visit, the CSP Manager and M&E Specialist will visit several districts in
order to visit each district quarterly. Costs are based on 3,778 km per trip to the districts x
$0.45/km x 1 trips per quarter (4 trips phase | and then 8 phase Il to accommodate 1 trip
per quarter for each of phase | and phase Il districts.

19. Trips from Districts to Prov. Office by HPSO: Trips by 3 HSPOS in phase | and 5
HPSOs in phase Il to FH HQ in Beira for quarterly meetings with the CS Manager. Costs
based on average of 1,644 KM * $0.45/km.

20. Trips by Promoter/HPSOs to monthly district meetings. — Trips by Promoters and
HPSOs to districts for monthly team meetings— average transportation cost, using project
vehicles is $19 per participants per month.

21. Materials transport to Phase | Districts: Project supplies must be physically transported
to each district in large trucks. Funds are requested for two trips per month in each of the
five district during phase I, this will be reduce to 1 per month half way thru the project. The
cost is based on $740 per trip (1,644 km * $0.45/km)

22. Materials transport to Phase Il Districts Project supplies must be physically transported
to each district in large trucks. Funds are requested for two trips per month in each of the
five districts during phase Il. The cost is based on $740 per trip (1,644 km * $0.45/km—km
for Phase Il are estimated, actual km's will be calculated once we have entered these
districts.

C. Per Diem- PLEASE NOTE the number of participants in trainings reflected in the
training table in Section 7 of the DIP is slightly lower than the number of individuals
receiving transportation and food and lodging as shown on budget. This is due to
the fact that the the budget includes costs associated with drivers needed to
transport training participants.

1. CS Startup Workshop: The costs per day for this workshop are $35.40 per participant
per day, based on costs for hosting a workshop in Beira from previous Title Il experience.

2.-14 & 16 Staff and Partner Orientation, Trainings on each Care Group Module, Hearth
Methodology, C/HH IMCI TOT and Leader Mothers, Supervision/CQI, Verbal Autopsy,
& Mini-KPC/Anthropometry Trainings: All of these trainings will be held at the district
level. Lengths of each of the trainings are given in the budget and the narrative above.
Costs are based on previous Title Il experience for workshops held in districts $25.09/day/
participant



15.

17.

18.

19.

20.

21-22
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Analysis Software Training: Funds are requested to cover meals, breaks, and
guesthouse lodging for this training at $35.40/day (based on previous Title Il experience).

Lessons Learned Workshop: Funds are requested to cover lunch and two breaks as
well as lodging for this training at $35.40/day.

Food/lodging during CSP Manager and M&E Specialist trips to Districts: Funds are
requested to cover food/lodging for these trips (described above) --$22/day.

Food/lodging during HSPO trips to Beira: Funds are requested for $17 per trip— based
on calculations for lunch, dinner, snacks and lodging form previous Title Il experience

Monthly District Coordination Meetings: Funds are requested for these monthly
meetings. These will be attended (in each district) by the Promoters, HSPOs, MOH/NGO
reps, and sometimes the M&E Technicians.

Supervision trips by HPSOs to non-home districts, Phase | & II: Funds are requested
for food and lodging for HPSOs when they are doing supervision in their non-home district.
In Phase |, one HPSO will travel from Caia (home district) to Chemba and one HPSO will
travel from Marromeu (home district) to Maringue. The cost in Phase | is $265.42 per
person per month. In Phase Il, one HPSO will travel from Gorongosa (home district) to
Nhamatanda and another HPSO will travel from Manga (home district) to Dondo, and a
third HPSO will travel from home district (Marromeu) to three other districts (Meringue,
Caia, and Chemba). The cost in Phase Il is $959.58 per month for all HPSOs.

VI. HQ Travel
A. International Transportation

1.

Backstop Visits to Mozambique: HQ travel includes visits from U.S. (Charlotte or
Greensboro, NC) to Beira, Mozambique for onsite training and support each year by the
Director of Health Programs and Child Survival and Nutrition Programs Coordinator. Both
of these people will make two trips during year 1. In year two, the CSNPC will make three
trips and the DHP will make two trips. For all subsequent years, both the CSNPC and
DHP will make two trips per year. Roundtrip tickets from WDC or Greensboro to
Mozambique are estimated to be $2,200/trip. This is based on a recent quote from MTS
Travel (FH's travel agency). These trips will be covered by match.

B. Domestic Air Transportation

1.

DHP to WDC for Meetings: Four trips to WDC from Greensboro, NC for the DHP based
on a quote by US Airways. These trips will be covered by Match.

C. HQ Per Diem

1.

Costs for CSNPC food during trips to Mozambique are based on 10-day trips at $40/day
($40 per day for food and incidentals — CSNPC will lodge with FH/Moz staff). These
estimates are based on recent experience during travel to Beira by CSNPC

Costs for DHP food and lodging during trips to Mozambique are based on 12-day trips at
$90/day (includes lodging at a Beira hotel). These estimates are based on recent
experience during travel to Beira by DHP. Per diem for years 1-3 will be cover by USAID
direct and by matching funds in years 4 & 5
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3. Food/lodging for the four annual trips to HPSO are calculated at $200/day for three days
per visit. FH reimburses based on receipts, and this is less than the 2004 GSA maximum
rate for WDC.

VII. Field and HQ Equipment — No field or HQ equipment purchases are planned within this
proposal.

VIIl. Field Supplies — HSPOs will require a number of items in support of their roles as trainers and
Supervisors:

Helmets, boots, and rain jackets are essential gear for frequent travel into the field.
The backpacks included in the supplies are low-cost ones that need to be replaced each
year. They will be used to carry materials during field visits.
Logo shirts are included as a way of identifying the HPSOs associated with this project.
Paper, markers, pens, etc.: These will be used during the regular functioning of each
district office, and also during trainings. This is based on $100/month per district office
and is consistent with charges incurred by FH in its Title Il Care Group project.
Desk, chair, filing cabinet: FH will be required to purchase some furniture for each
HSPO. Prices are based on local purchase in Beira.
Cell phones will also be used for communication between districts and from districts to
the office in Beira. (We will have access to the shortwave radios in MOH facilities as a
backup.) We have budgeted $25/month per HPSO for cell phone minutes, and these will
be covered under match.
Water canteens are covered under match.
Motorcycles, helmets and associated equipment: These will be purchased with
matching funds and are the HSPOs chief means of transportation within and between
districts. The cost is based on a quote of $4,273.50 ($5,000 less VAT of 17%).
Desktop computers and UPSs: Funds are requested for desktop computers for each
Health Program Support Officer, the lead FH health staff at the district level. They will
use these computers to do their reports, statistical analysis, correspondence, etc.
Photocopies, HIS/Training forms etc. — cost of $43.80 per district/month.
Fuel for HPSOs - average cost of $91.00/month for each HPSO in Phase | (based on
3,900 km/month for all three HPSOs @ 1 liter / 20 km * $1.40 per liter) and an average
cost of $140/month for each HPSO in Phase Il (based on 2,000 km/month for each of the
5HPSOs @ 1 liter/20 km * $1.40 per liter).

Promoters Materials:

- Backpacks, boots, and rain jackets are essential gear for frequent travel into the field
Watches for counting respirations (done when managing children using the IMCI
protocols) will be given to each Promoter as they are phased in.

Logo shirts are included as a way of identifying the Promoters associated with this
project, and will paid using matching funds.

Child weighing scales will be used in the screening posts, and will be requested via
UNICEF. The cost of these is based on $24.45 per balance which include shipping
(quoted from UNICEF).

Bicycles, tubes, and maintenance: These will be the Promoters chief means of
transport to the Care Groups that they serve. Each Promoter is based in the area of their
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Care Groups, so distances can be traversed by bicycle. From FH’s past experience in
Title 11, these bicycles must be replaced at least once a year. (FH has tried to use more
expensive mountain bikes, but found that they do not last longer than the cheaper bikes
included in this project.)

IMCI Chart book: This is the set of plasticized sheets with the IMCI protocols used
when evaluating and classifying sick children. These will be requested from WHO.
Register books: These are blank notebooks used to keep project records and
documentation.

Cooking utensils for Hearth: Each Promoter will receive a $7.00 set of simple cooking
utensils that are used during the Hearth nutritional rehabilitation program.

Flipcharts: These are the flipcharts that are used by the Promoters during their
educational sessions with each Care Group at a cost of $17.50 per module.

M&E Staff and Trainer Materials:
Laptop Computers and camera: Two laptop computers — one for the M&E Technician
and one for the Trainer — will be purchased in Year One as well as a camera that will be
used to take pictures that will be included in FH publications and also for use in the
flipcharts used by FH Promoters and the Leader Mothers. Cost is based on a Dell
Lattitude D610 priced online on April 101,

Leader Mothers’ Materials:

There are 2,100 Leader Mothers included in phase one of the project, and 2,730 Leader

Mothers added in phase two (beginning Year 2.5) for a total of 4,830

- Uniform for Leader Mothers: Each Leader Mother will be given a wrap-around skirt

with health messages and designs on them after two years of active service. This is a
traditional incentive used in Mozambique by government agencies, political parties, and
other PVOs. FH has used these successfully in its Title Il program as a small incentive
for mothers to regularly carry out their home visits to mothers and pregnant women in
their charge. Costs are based on a recent quote in Beira which is the same cost as that
charged during the Title Il health program that used Care Groups. These will be paid for
out of match. These will be covered by match in years 2 & 3 and USAID direct in years 4
&5.
Flipcharts for education of Mothers: Each Leader Mother (2,100 in Year 1 and an
additional 2,730 in Year 3) will receive eight small flipcharts, one per educational module
plus the additional module in year 5 of the program. During phase | FH will be using
color flipcharts Cost of one module is based on quote of $4.50 for 20 page of color print.
During Phase Il Costs of one module is based on a quote of $2.60 for 20 pages of black
and white print (given budget constraints we were not able to budget for color flip charts
during both phases. This will allow us to test if there is any difference between color and
black and white flip charts. During our successful Title [l Care Group program, black and
white flip charts were used. We think there may be a benefit to using color.)
IMCI Chart books: This is a set of plasticized sheets with the IMCI protocols used when
evaluating and classifying sick children. One is included per each Leader Mother trained
in IMCI (one LM per Care Group). These will be requested from the WHO. We have
requested USAID funds to cover IMCI chartbooks in Year one, and they will be covered
by matching funds in Year three.
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Care Group Report Form: This form that contains the majority of information that is
collected on children and pregnant women represented by each Care Group.

Child Weighing Scales — each Care Group will receive a child weighing scale to be
used in the screening posts, and will be requested via UNICEF. The cost of these is
based on $24.45 per balance which include shipping (quoted from UNICEF).

Offlce/Tralnmg Supplies and Software:
Photocopies and HIS forms: These costs are based on two sheets per Care Group per
month and ten sheets per district per month at $0.10 per copy. Costs for photocopying of
training materials, etc., are included in the district costs above (“paper, markers, pens,
etc.”)
Paper, pens, newsprint, OVP sheets, misc. office supplies: This includes all of the
office materials used by the field HQ offices in Beira. The cost of $200/month is based
on past experience with FH's Title Il health program.
Cell phone minutes for CSP Manager, Trainer, and Driver: The CSP Manager and
Trainer both receive $25 a month in cell phone minutes for project communication. The
driver receives $6.25/month for cell phone minutes. The average yearly cost for these
three to use cell phones is $225/person.
Laptop for CS Manager, flashdrive, UPS, printer: Funds are requested for one laptop,
flashdrive, UPS and printer for Year 1 and a replacement laptop in Year 3. Our
experience is that laptops need to be replaced every few years when operating in — and
transported in — this harsh environment.
Cell phone handsets: Funds are requested for cell phone handsets for the CSP
Manager, 5 HPSOs, the Trainer, and a Driver. These are used for project
communication.
Filing cabinet: An additional file cabinet will be needed for the Beira office in order to
maintain documents for this project.

(Prices for all of the above materials are based on the project staff's experience with

purchasing these items as part of their current Title Il project activities.)

IX. HQ Supplies: Office supplies are budgeted to support the Director of Health Programs (HQ
backstop) Child Survival and Nutrition Programs Coordinator These supplies include:

Paper, pens, misc. office supplies for use in backstopping the project, including:

Xerox Primary Image Copy Paper, one box, $31.99

HP TwinPack Inkjet Cartridges, HP C6578AN High Capacity TriColor Ink Cartridge,

$54.99 x 4 = $219.96

HP TwinPack Inkjet Cartridges, HP C6650AN Blister Twin Pack, $52.99 x 4 = $211.96

Vision Elite Black Rollerball Pen, 4Pk, $7.99 x 6 = $47.94

Assorted Sizes Binder Clips, $2.59 x 3 = $7.77

Tape, 1" core, %" x 650", $1.88 x 2 = $3.76

Report covers, Navy Flexi-View Report Covers, $4.99 for 2 pk x 4 = $9.98

Large envelopes, Tan self-sealing bubble-lined envelopes, 10 % x 15, $4.49 for 5 pack

x4 = $19.52

Stamps, $0.34 each, 5 booklets of 20 = $34.00

Highlighter, Stabilo, $1.79 x 4 = $7.16

Glue stick, $1.09 x 2 = $2.17

YVVV VVVVVY VY
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> Liquid Paper all-purpose Correction Pen, $3.79 for 2 pack x 1 = $3.79

> (All of these prices are based on a quote from www.officedepot.com.)

» Total = $600.00 per year and will be covered by matching funds.
Laptop Computer: in year 3 laptops will be purchased for the DHP and CSNPC - cost
of $2,195 each based on quote for a Dell Precision M65 for a total cost of $4,390.These
will be paid with matching funds
Software: $200/year has been included for new software and software updates during
the life of the project (e.g., MS Office 2006). This will be purchased using matching
funds.
Portable Printer: $160.00 for a HP Deskjet portable printer. This will be purchased with
matching funds.

X. Contractual, Field:
Audit: FH will contract with an AID approved auditing firm each year to conduct the
Mozambican portion of the AID required “single audit” We expect to pay $3,000 for this
each year, based on previous audits of Title Il programs.
Midterm Evaluation Consultant and Costs: Costs for the midterm evaluation, estimated
at $10,000 based on previous Title Il health program evaluation costs.
Final Evaluation Consultant & Other costs: $15,927.92, based on cost of mid-term
plus $5,927.92 for additional activities and length of time.  This will be covered under
match.
Care Group Effectiveness Study: FH will seek matching funds or partner donated time
(e.g., from universities) to conduct a study on the effectiveness of Care Groups (as
outlined in the M&E section of the proposal).
No consultants or other contractual services will be used in this project.

XI. Contractual, HQ:

FH will contract with a consultant to translate draft education modules from English to
Portuguese — quote is based on approximately nine pages (5,060 words) at $150/1000
words. These drafts will be created at headquarters in consultation with Mozambican staff
and partners, translated to Portuguese, and finalized in Mozambique (in Portuguese).
These translations will be covered under match.

XIl.  Other Direct Field Costs:

Allocable Direct Costs: FH has a letter from James Deery, Chief, Overhead and Special
Cost Branch at AID/FA/OP/PS/OCC (Room 1432, SA-14) dated February 8, 1993
concerning the allocable direct costs line item. (Available upon request) This letter
outlines how FH uses the allocable direct costs line item for direct program expenses in
Mozambique which cannot be clearly and easily allocated to particular programs. This line
item is approximately 21% of USAID funds that will be received during this project. FH
requests that USAID cover this line item. FH will cover (as a match) the allocable direct
costs on its share of the direct costs.
Baseline KPC survey and DIP workshop: The Baseline KPC costs will include:

10 interviewers x 8 days = 11 US= 880 USD

8 Supervisors: 8days X11US= 440 USD

3 Drivers x 8 days x 11= 264 usd
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Training materials for KPC TOST: $260
Food/lodging for KPC team members during training in Beira: 5HSPOs (Supervisors)
+ 2 M&E Technicians + CSP Manager + 9 partner staff = 21 people x $37.08/day x 3
days = $2,336.04
Travel to/from Beira for training: $12 per person x 18 people = $216
Interviewer Training at district level: 10 interviewers + 1 M&E technicians + 5 HSPOs
(Supervisors) + 10 partner staff = 26 people x $22/day (food/lodging) x 3 days =
$1,716
Analysis Workshop (district level): 26 people x $10.63/day x 3 days = $ 858
Photocopies: 10 cents/copy x (20 sheets/questionnaire * 250 questionnaires + 21
people x 50 sheets of training materials + 10 copies of the KPC report x 75 pages + 12
QI Checklists x 5 days) = 10,980 copies x $0.10 = $1,098
Data entry personnel: M&E Technicians, no charge. 2x100 +200 usd
Data analysis by Director of Health Programs (no extra charge)
Other travel costs, est.: 1241km * 3 cars* $0.45/KM = $1,675.50
Traslation documents 20 paginas X 20 usd c/u 400 .

Total costs of KPC: $10,343.54

Local/National alls: These are calls within Mozambique and to the U.S. office. We
have budgeted for $100 in calls each month, based on past history. The project staff will
rely on internet for most of its communications between Beira and Maputo, and Beira and
the U.S. For most of its communication with each district, cell phones will be used,
supplemented by use of the shortwave radios in government and MOH offices.
Behavior Box: The behavior box is a card kept with the growth charts of infants, and
used to record the behaviors of the mother (e.g., exclusive breastfeeding). The numbers
needed are based on the infants in the program in each year of the program. The
estimated cost for these is $0.05 cents each (bought in bulk). This price estimate is
based on the cost of the stickers in other child survival projects. Based on 22,476 infants
(0-23mths) in year 1; 11,238 new infants in year 2; 31,183 children 0-23mth in phase Il
districts plus 11,238 new infants in phase | districts for year 3; 32,449 new infants in
phase | and phase Il districts year 4; 32,449 new infants in phase | and phase Il districts
for year 5.

Oil, maintenance and insurance for motorcycles: The cost for this is based on $50 per
month per HPSO. Each HPSO will have motorcycle to carry out supervision and site
visits. The cost for this was estimated based on current costs in FH's Title Il health
program.

Deworming medications: Half of these will be paid for out of FH's cash match and the
remaining half will come from the MOH (portion showed in the budget is cash match only).
Costs are based on $0.04 per dose for children 12-59m of age.

Internet service and internet start up fee — cost associated with CSP manager’s
satellite modem for improved communication with FH HQ and USAID/Maputo.

Electricity for Manga district office: In Manga, funds are requested to pay for electricity
at $100/month. (We will be sharing a building there.)

Maintenance of District Offices: Funds are requested to pay for cleaner, water, and
small items required for the maintenance of district offices at $50/month per office.
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Router — to share the CSP Manager’s satellite internet connection with the field M&E
program staff.

ADDITIONAL MATCH not shown in the budget includes Vitamin A supplements, a
portion of deworming drugs, ORS packets, and growth monitoring cards which will
be provided by the MOH.

XIll.  Other Direct Costs, HQ:

Phone International calls: This includes phone charges for calls to Mozambique which
are rare — three phone calls each year @ $65 each. (Normally Skype VOIP, Groove.net,
and other software will be used for voice communication. This has proved successful in
our other projects in Mozambique.)

Mozambican Visas: FH requests funds to cover the two Mozambican visas used each
year during visits by the Director of Health Programs (HQ backstop) to Mozambique.
The cost for each visa is currently $25. This will be covered by USAID direct in year 1
and via Match in years 2-5.

XIV. Construction, Field -

Some project areas do not have offices to rent and there we need b construct or
rehabilitate buildings for this project. Land will be provided free by the government. In
Manga, we will pay $11,200 for rehabilitation of a building. In Chemba and Maringue, we
will be constructing small buildings. Funds are also included for construction of district
offices in new Phase Il districts. This will be paid with matching funds.

Total Direct Expenses - Total direct costs requested from AID to support the proposed CS project is
$2,201,585. The portion of the overall budget covered as a match is 25.3%.

The total estimated expenses for HQ requested from USAID are $179,233 representing 7.2% of the
total budget. Total field costs requested from USAID are $2,022,352.

Indirect Expense — The AID approved indirect rate for FH is currently 13.55% based on our auditors
recent single audit report. We have submitted this rate to USAID for approval. The total indirect costs
requested to be covered by USAID are $298,315.

USAID Total - The total amount requested of AID to support this project is $2,499,586.

Cost per Beneficiary — Given that there we proposed to serve approximately 198,594 CS
beneficiaries in Year Five, this represents a cost per beneficiary of $2.52 of USAID funds per
beneficiary per year. Recurrent expenses will decrease significantly in a district after the first 24
months of intensive education by Promoters and Leader Mothers. (See Sustainability section.)
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F. Responsesto DIP Reviewer Comments

Comments from WR:

1. What selection criteriawere used for Leader Mothers?
Lead Mothers are women aged 18-60 years of age, who have had at least one child,
and are willing to volunteer for the program. The Community Development
Committees recommended candidates from among all the eligible women, and Food
for the Hungry interviewed and selected the Lead Mothers.

2. What specific strategies are being examined to reach men at household and
community levels knowing that household decisions are made largely by men?
Based upon Food for the Hungry’s previous experience with CG’s in Mozambique,
and subsequent reduction in child mortality (>60%) and malnutrition rates (42%),
we feel confident in the impact made by working principally with groups comprised of
women. Male decision makers will be involved in the Community Devel opment
Committees. Committees are composed of community leaders, teachers, TBA's,
religious leaders, and other prominent community members. The committees were
formed at the onset of the program and were instrumental during census and
community mapping exercise. They also facilitated selection of Lead Mothers
(LM’s). During the life of the program, these committees will serve as the link
between project communities, the MOH and FH. All program activities are approved
by the committees prior to implementation. The committees also help supervise
program promoters.

3. Deworming — thisisamgor component of the nutrition intervention. Therationde
for sarting deworming from age >12months (versus <24m) is unclear, knowing the
limited impact of deworming on growth before 24months?
The MOH policy isto provide deworming medication to children <12 months of age
and our programwill therefore start at age >12 months versus 24 months.

4. FH might want to prioritize strengthening the ‘weaker’ MOH facilitiesin
resuscitating and stabilizing children with savere manutrition and then promptly
referring them to Hearth programs.
This program is focused on prevention and therefore measure to strengthened weaker
MOH’ sfacilities in the treatment of SA is outside of the scope of this program.
However our Title Il programwill be training health staff on WHO guidelines for the
Management of Severe Malnutrition and encouraging themto replicate the training
with MOH. We also envision assessing MOH staff's current knowledge and skillsin
that area, and offer trainings where trainings are needed.

Commentsfrom FANTA:

1. The DIP does not define sever e malnutrition, and only refers to the indicator weight
for age (underweight) that is used to identify children for PD/Hearth. Is severe
underweight being used as the referra indicator for therapeutic feeding?
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FH/Moz will be using bilateral pitting edema as the indicator for SAM, all children
with bilateral pitting edema will be referred to a health facility. We will also be
checking for visible wasting —i.e buttocks for saggy skin —and measuring MUAC.

. How often will screening be done — just every 6 months with PD/Hearth screenings

or will GM/P sessonsrefer children as well?

Hearth screening will be conducted every six months. We will not rely on MOH
GM/P data for Hearth referral but rather we will weight children 6-59 months of age
every six months, and check for bilateral pitting edema to identify SAM children. As
we can not assure the quality of information collected during GM/P, and this data
charts boys and girls on the same curve as opposed to gender specific growth curves,
we will rely on the data collected during semi-annual screenings for enrollment into
Hearth.

. FH might consder referring all SAM cases, and then enrolling mothers and children
in PD/Hearth after they have finished thergpeutic care to encourage necessary

behavior change and prevent further manutrition.

Based on FANTA's very helpful suggestions, FH will enroll severely underweight
children (< -3 Z-scores) without complicationsinto our PD/Hearth program. All
children with SAM will be referred to therapeutic feeding centers. Snce the
submission of the DIP, the MOH has subsequently refused CUAMM'’s CTC feeding
program and therefore all SAM children will be referred to therapeutic feeding
centers.

. Capacity Building of MoH. What are CUAMM and FH’ s plans to help the
government improve their nutritional rehabilitation program? The DIP mentions that
the FH Title Il program will alow accessto state of the art training on management
of savere manutrition. How does this complement the CUAMM work? Can this
expertise be used to help the MoH improve their trestment of severe acute
malnutrition?

During FH/Moz previous experience with the CG module, without further inputs into
the MOH health system, a demonstrative reductions in child mortality (<60%) and
malnutrition (42%) resulted. It isour firm believe that the expansion of this program
during our CSHGP will greatly impact both malnutrition and mortality rates. While
the MOH isa prime partner in this program and will fully participatein all program
trainings, a specific health facility component is outside the realm of this program.

Our Title Il programisin the process of developing a training manual for clinical
staff for the Management of Severe Malnutrition which will address health facility
quality.

CUAMM currently supports feeding centersin the Beira Health District Hospital and
in the malnutrition ward of Beira Central Hospital. They are also collaborating with
the Catholic University of Medicinein Beira to provide lessons and support to
medical students, to provide general support of for the health districts of Beira and
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Dondo (includes public health programs and support to MCH services), aswell asa
program supporting the pediatric ward and the pediatric HIV day hospital and
laboratory of the Beira hospital.

PD/Hearth. Please see response to question 2 above aswell. Following the
successful model used in our Title Il program, we will conduct Hearth screenings
every six months. While Hearth will occur ever six months in each community,
recipes covered during Hearth sessions will be integrated into the Care Group
teaching modules. All moderately (WAZ <-2) and severely underweight children
without complications (WAZ <-3) will be enrolled in Hearth.

Exclusive Breastfeeding recommendations. Both the MOH and this program's
exclusive breastfeeding indicator is EBF for children under six months. Any mention
of 3 monthsinthe DIP wasin error.

BCC Messages Nutrition Section. It would be helpful to use The Guiding
Principles for Complementary Feeding of the Breastfed Child and Guiding Principles

for Feeding Non-breastfed Children 6-24 months of age as abasisfor your nutrition
messages

In addition to other resources, FH will use the Guiding Principles when developing
nutritional modules/messages. We will also be trying to get a copy of the WHO I YCF
guidelines and use that in the development of our CG modules.

Maternal Health and Nutrition. Although reducing morbidity and mortdity of

pregnant women is listed as agod, thereis no description of a specific intervention to
improve women's hedth and nutrition, asde from a short mention in the training

guide. There are no indicators for maternd hedth either. Could FH provide more
information as to what they intend to do to address maternd hedth?

In addition to the maternal nutrition module, based upon the MOH request, FH/Moz
will be providing post partum iron supplements and can add an iron indicator.
Leader Motherswill also promote antenatal care and birth preparedness, and use
educational messages to assure that all mothers know danger signs during pregnancy
and delivery. FH isalso preparing a proposal for submission to the Flexible Fund to
obtain funds to add promotion of the Sandard Days Method and other family
planning methods via our Care Group Structure in Mozambique.

M & E - Nutrient-dense foods indicator: adding oil to afood would makeit an
energy-dense food, but not necessarily a nutrient dense food. In fact, oil can reduce

the nutrient dengity of foods. Thisindicator messures energy density.

We will be promoting the use of both energy-dense and nutrient-dense foods, but our
indicator will be modified to read “ energy dense.”

Trainer’sguide — the guide included in the DIP was a draft from our Title 1l
programand isawork in progress. The final modules for this CS programwill focus
on the modules outlined in the training plan.
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Commentsfrom CSTS:

1. Dol understand correctly that the plan is that the public health nur se essentially will
replace the supervisory function of the project-paid promoter after project period?
That isour goal. In some cases, it may be other health post staff. Also, it may be
necessary to have LMs come in to the health post for education some months, and in
other months, have the health worker come to the community.

2. Itisexcelent to seethat there has been work to get buy-in to achieve integration of
community-based data collected through CG into the MOH HIS. How about births
register ed thisway aswell? Is this being done but just was not mentioned?

Snce the submissions of the DIP, we have had to re-evaluate the level of detail
contained in our community level HIS— specifically the CG Registries—to more
accurately reflect field realities. Astheliteracy rateisextremely low in our program
communities, we will rely more on verbal vital events reporting fromour LM’sto
their program Promoters. This programisworking closely with WR' s successful CG
programin Mozambiqgue in producing similar data collection tools to have a unified
HISreporting systemto the MOH. The vital events reported by LM’ swill include
deaths and births and this information will be forwarded to the district MOH offices.
FH will now conduct quarterly monitoring surveys (mini-KPC'’ s) to get more detailed
information not collected during vital events reporting by LMs.

3. Theonething that s;emsabit sparseinthe M& E plan isthe data on Objective 4,
athough perhaps some key indicators are planned to be tracked but are not written
here. It would be good just to see smple things tracked like % scheduled HH visited
by LM, % CG member attendance a biweekly meetings, average pre-/post-test
scores on modules, % scheduled supervisory visits by promoters, % quarterly
supervision visgts by MOH public hedth nurses, % population covered by CG
(presumably 100%), and % annua retention of CG members during and after
intensve supervison stage.
In the past, USAID has asked us to keep our indicatorsto a very concise set, and so
we have not included some indicatorsin our results framework that we will be
tracking internally. We will be tracking most of these things through the HIS. If
USAID would like usto report these indicators, as well, we would be glad to do so.

4. Areyou, in fact taking this percentage (16.8%)? If 0, what isthe source? If | look at
the US Census Bureau site (_ hitp:/mww.census.gov/ipciwww/idbsum.html ) and
look at Mozambique's current population pyramid, then the fraction of population
represented by 0-59 month oldsis 15.2% (2,958,000 / 19,407,000).
We took data from this page from the US Census Bureau: http: //www.census.gov/cgi-
bin/ipc/idbagg and divided the number of all children 0-59m (2,985,749) by the total
population (17,768,457) which gives 16.8%. The page that you siteis more up-to-
date (2005 mid-year vs. 2000), but we were unawar e of this page at the time of the
proposal and DIP. We would like to add in mothers of children 0-23m of age which
were not included in our beneficiary table originally. Given that we will be giving
some attention to the nutrition of all women, not just pregnant women, we feel that we
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should add them to our beneficiaries, aswell. Thiswill more than compensate for the
over-reporting of children based on the 16.8% vs. 15.2% difference.

Second, you should be explicit (if you are doing this) that you are projecting your end

of project number of U5 beneficiaries. Thereis nothing necessarily wrong with

doing this, but it should just be made explicit as many other project use beginning of

project numbers.

We based these counts based on previous feedback from USAID on how to count
beneficiariesin a child survival project (e.g., during the FOCASCuramericas Child
Survival Project). We are basing our beneficiary counts on Year 5 counts. In reality,
we will reach more than just these children since we will reach infants born each
year.

. The child mortality numberson pg. 22 — | haveaminor point: Whileit isniceto
make the numbers “ concrete’ they don't add up. That is, if USMR is 205 /1,000, then
with 715,000 annua births, 146,575 would die before age 5 (not 128,000 as the sum
of the disaggregated numbers seemsto imply).

This sentence is straight from a UNICEF website, but we agree that the statistic is
wrong. (http://www.unicef.org/mozambique/child survival.html)

. Why it isthat you decided to limit the intervention areas to manutrition and

diarrhea and not address two of the project area s greatest causes of USMR (i.e.

maaria and pneumonia).

If we added on more interventions, we would have had to keep all Promotersin the
first area for longer (which would have hindered scale-up); or (2) spend lesstime on
health promotion around each intervention (which may have hindered impact). You
said, “ will be missing about %2 of mortality by excluding malaria and pneumonia.”
Snce malnutrition overlies 40% of all deaths, if we halve malnutrition, we should be
able to decrease malaria and pneumonia deaths, as well, at least to some degree. We
will, however, be seeking additional fundsto add on other interventions, especially
malaria (through the PMI in a year or two) and family planning (through the
Flexible Fund thisyear). We will be covering care seeking for pneumonia when we
talk about danger signs and as Leader Mothersare trained in IMCI.

. What will bethe value added of the CS project in these districtswith Titlel1

cover age?

We will not overlap with the communities that have Title || Care Groups, so the CS
project will not be active in the portions of those districts where the Title I Care
Groups are operational.

. GM/P questions:

We did not know that there was 70% coverage by facility-based GM/P at the point of
writing the proposal. The plan isto have more and more mothers going to health
facilities for GM/P and to receive increased/improved nutritional counseling at the
community level. We will be recommending that the MOH use the Behavior Box at
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the health facility level, as well, but we first need a chance to educate them on the
usefulness of paying attention to and tracking mothers' behaviors. If the experience
shows that the MOH has reached a plateau of GM/P even with the increased
promotion, we hope to use that to convince the MOH that some GM/P needs to be
happening at the community level. We feel that some of these issues will be easier to
resolve once we have been working together with the MOH for longer and have
developed more trust and camaraderie.

9. How will non-economic and non-access barriersto care be addressed? Won't
MOH be the entity that maintains CG (at least in part) and the “ hedith of the hedth
care sysem” will therefore impact the chance for sustainability.
We do not think of the MOH representatives as the chief actors to maintain the Care
Group structure and community-level health promotion. The chief actorswill be the
Leader Mothers themselves, with some support from the MOH. Once we have
empower ed the Leader Mothers to take more control over the health of the women
and children in their communities, we want them to begin having more of a say in
terms of what is happening in the health facilities, how they are treated, etc. In this
initial phase, we want to work with the MOH (e.g., during supervision visits) to
further the idea that the MOH should seek out the opinions of Care Group members
as a source of information for where they need to make HF improvements. We expect
thisto be a long and sometimes arduous process since there appears to be very few
incentives in place for MOH health facility workers to be responsive to community
needs. It may require structural change in the MOH. Also, we need to be careful
about how we approach this since we do not want to jeopardize the relationships with
the MOH by encouraging Leader Mothers to push from the bottom up for rapid
changes in health facilities.

10. Theinitial KPC was not trandated to Sena.
We agree that it would have been ideal to have the KPC questionnairein Sena. We
pushed for that during the KPC training process. We found, however, that, while the
KPC interviewing teams had Sena speakers, they had very few Senareaders. For
thisreason, we had to rely on verbal trandations. For the Mini-KPC, we will need to
come up with a creative solution to this. One possible solution may be to give
interviewers a tape that which they can review that has the official Sena that should
be used for each question. They can practice repeating the questions using the same
wording as the tape to ensure that the same questions are used.

Comments from USAID mission:

1. Oneor more performance indicators on maternd hedth smilar to that in USAID
Strategic Objective 8 (SO8) will balance the performance monitoring process.
As mentioned above we will add an Iron indicator.

2. Straegic incduson of interventions like: family planning & child spacing linkages
with PMTCT, prevention of early pregnancies, emphass on materna nutrition during
pregnancy, and support to provison of barrier family planning methods to prevent re-
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infection with STI/HIV and child birth preparation could significantly impact

maternd and neonata/child morbidity and mortdity.

We are unable to add on additional interventions without more funding given that we
are undertaking a large scale-up of the model. However, as stated above we plan to
submit a proposal to the Flex Fund to promote the Standard Days Method and other
FP methods (including barrier methods) in the project communities. Maternal
Nutrition during pregnancy will be given more emphasisin the Care Group modules.
If we find additional sources of funds, we hope to piggy-back other activities. For
example, we have talked to LaRue Seims at Save the Children about the possibility of
getting money from SCF for Operations Research on activities for neonatal mortality
reduction, and we hope to eventually secure PMI funds to add on a malaria
intervention on the Care Group structure. Onceitisin place, it would be very cost-
effective to add on interventions.

Impact indicatorsnot only processindicators of each god could further clarify
achievements of expected results.

We do plan to measure three impact-level changes — (1) changes in the proportion of
children underweight, (2) changesin the diarrheal prevalence rate (through mini
KPCs so that we can see what is a true decrease and what is seasonal variance), and
(3) some less-rigorous measurement of under-five deaths.

. Nutrition: Post partum vitamin A supplementation which is being implemented

nation wide was not explicitly mentioned.

We will definitely be supplying postpartum Vitamin A. It was an oversight that this
was not explicated stated in the DIP.

. Birth weight monitoring at community leve could sgnificantly impact on future

nutrition and morbidity outcomes of babes and enhance BCC.

We do not have a means to measure birth weights within 24 hours of delivery, and
cannot do that without extensive involvement and training of TBAs, something which
is not within the scope of this project.

. Theuse of sodium hypochlorite solution “ Certeza” water purifier presently being
digtributed by PSl in the country could further improve the quality of water in

targeted didtricts; pending adoption of anew drategy on the use of zinc for the

trestment of diarrhea by the MOH.

FH has begun forging a partnership with PS in Sofala province and will be
promoting the use of Certeza for water purification. PS will conduct trainings on the
use of Certeza and will provide program promoters and LM’ s with Certeza.

. Theuse of bicycle ambulances or community managed trangportation to transfer sick
children and pregnant women from communities to hedth facilities hes been shown

to improve access to health services and reduce mortdity in Mozambique.

We are unable to afford the bicycle ambulances, and have heard that they were not
working that well in other areas of Sofala. In our Title Il project, we saw significant
reductions in mortality (62%) without improving transportation. 1f the mission knows
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of where we can get funds for these, we could pilot themin a district.

. Gender — It seemsthis project is gender biasin favor of femaeswho are socio-
culturdly week in decison making in targeted didtricts ; is there any reason why only
leader mothers are considered? The draft MOH strategy on community participation

in helth through Community Leaders councils could balance the gender issue raised.
We are using the equivalent of Community Leader Councils, via our Community
Devel opment Committees, in addition to the Care Groups. Please see response to
WR's comment #2 above. FH isimplementing the same model which has already
shown great success in changing health practices and impact.

. Minor adjustmentsin relevant areasto Annual work plans, in conformity with
Provincid hedth priorities and strategic plans could further strengthen the

relationship between the project implementers and Government partners.

We will definitely coordinate with the MOH and make adjustments where necessary.
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ANNEX 1: RESPONSE TO APPLICATION DEBRIEFING

Executive Summary weak nesses:

This section would be further strengthened with a clear summary of the Care Group
Modd up front, snce it isthe centrd eement of the whole program, which would then be
expanded in this section and in the Program Strategy .

The executive summary should name dl of the principa authors of the application.

RESPONSE:
The DIP clearly outlines the Care Group Modd in the executive summary and names the
principa authors of the DIP.

Description of the PVO Applicant weaknesses:
In comparison to their previous work, FH is proposing atarget population of practicaly
twice as many beneficiaries with only a 60% increase in the number of Leader Mothers.

RESPONSE:

One of the primary gods of this program isto transfer the knowledge, skills, tools and
passion needed for effective and sustainable community health development through the
Care Group model to project partnersin order to continue child surviva activities once
the project has ended. In order to facilitate taking this model to scae, and convincing the
MOH of its efficiency, we made some adjustments to the modd to in turn reduce the
cost- per-beneficiary. Leader Mothers will not have to visit as many households — twelve
as opposed to the origina 14 — and to compensate we will have 14 Leader Mothers (as
opposed to 12) meet in each Care Group. To reduce the amount of traveling required of
our Promoters, we have decided to employ 64% more Promoters. FH will employ 30
Promotersin Phase | of the program and in Phase |1 an additiona 39 Promoters will be
hired. Each Promoter isresponsible for supervisng 5 Care Groups. Therefore with a
total of 69 Promoters, and 375 Care Groups, the program will reach atota of 57,960
households.

Situational Analysis weaknesses

This section would be strengthened with a stronger case of the need for the sdlection of
the two provinces, going beyond the MOH request. Some of the rational provided seems
to raise more questions than answers. For example, Zambezia was identified as having

the severest diarrhearates in the country, yet 76% of mothers in Zambezia, as opposed to
45% of mothersin Sofala, know about ORS. Ensure that datais consstently presented in
ways which reflect its relevance in the context of the country’s satidtics.
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Provide amore in-depth discussion concerning existing hedth center, hedlth pogts, and
hospitals, covering issues of access and qudlity of service. Include an explanation asto
how FH identified the barriers to accessing care.

Include more description of food availability and accessin this population and how these
elements of food security have been effectively addressed.

Even with the gpace condraints, provide some discussion of family planning, recognizing
the delayed childbirth and child spacing are key determinants of materna and child
nutrition and hedlth status.

Include a better definition of the links with PEPFAR and exactly what program would be
impacted and in what ways.

Clarify how the cost in USAID funds per beneficiary was caculated.

RESPONSE

Sincethe origind proposa was submitted, Food for the Hungry has re-evduated the
location of districts in which the expanded impact program will be implemented. Please
refer to section D of the DIP which outlinesin detall the rationde for focusing program
activitiesin Sofda province.

Pease refer to section E.1.e of the DIP regarding existing hedlth infrastructure and both
access and barriers to health services.

Food availability: Sofda province, with atota population over 1.62 million (over 1.1
million rura population), is one of the most food insecure provinces in Mozambique.
Farming familiesin Sofdaremain chronicaly food insecure despite the rich and
abundant agricultural land, a Situation exacerbated by chronic droughts, floods and pest
outbreaks, reducing their ability to produce food for their own consumption and for
market. This Stuation is further complicated by the rapid spread of the HIV/AIDS
pandemic which affects an estimated 26% of inhabitantsin Sofda. 1n 2005/06% out of
587,500 people affected by drought (January-March 2006 estimate of affected people),
14% are in Sofda (ranking 4™ among the seven most affected provinces).

Food is more available right after harvest and stocks decline theresfter. Livestock
production, especialy chicken, is periodicaly affected by disease outbreaks. Numbers of
other small animas such as goats has been reducing due to increased sadlesto be able to
cope up to increasing vulnerabilities. Food insecurity is particularly wide spread among
the most vulnerable households and communities  To improve the food security if the
population of Sofda, Food for the Hungry has implemented a Title |1 Food Security
program targeting 28,080 households in Caia, Marromeu, Namatanda and Gorongosa.
This program, which will end in Sept 2006, focuses on increasing per capitaincome of

33 According to Food and Crop Assessment Report of June 2005 by FAO and WFP
Mission
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farming families and decreasing chronic manutrition in children 6-59 months of age.
The hedth and nutrition interventions of this program were carried out viathe Care
Group modd. The effectiveness of this program is evident in the 40% (from 50.4% to
30.3%, p<0.05) decrease in manutrition found from 1998 to 2001, with concomitant,
dramatic changesin mothers nutritional and other hedlth practices®* Based on midterm
evauation and recent vulnerability assessment recommendations, FH has submitted a
proposa for a one year extension of this program. During the extension period, priority
will be placed on interventions that diversfy livelihood options and enhance coping
abilities ultimately leading to reduced food insecurity. The complementary interventions
fit into the DAP drategic objectives of increasing household income and reducing of
malnutrition.

Family Planning: Program activitieswill focus on interventions for nutrition and
diarrhes, integrated through the household and community IMCI srategy. To add
additiond intervention srategies would prevent FH from maintaining the current cost per
beneficiary. Therefore while FH recognizes that delayed childbirth and child spacing are
key determinants of maternd and child nutrition and hedlth Satus, family planning
activities are outsde of the scope of this expanded impact program.

Linkswith PEPFAR: please see section E.1.g of the DIP for further information
regarding the linkages with the PEPFAR funded ABY program.

Cost per Beneficiary: Theannud cost per beneficiary was calculated by taking the totdl
USAID budget of $2,499,910 divided by the total number of beneficiaries 155,667
divided by the number of years (5) of the program: $2,499,910/155,667/5 = $3.21 per
beneficiary per year.

Program Strategy and | nter ventions weak nesses.
This saction would be strengthened with areduction in redundancy and further fleshing
out of technica aspects.

It would have been useful and gppropriate to have the program objectives included here
inthetext. Reader are ingtructed to refer to the next section to learn of the program
objected and then are referred again to an Annex.

Provide further discussion on amdliorating issues rdating to transportation, beyond
heaving leading mothersin isolated aress.

FH is encouraged to make zinc universaly avallable and used as quickly as possible,
dispensing with extensve evauation, eic. MOST has developed programmatic
guidelines. Dispersble zinc tablets can be procured directly from Nutriset in France.
CSHGP can help with the waiver.

Early childhood care is going to be largely determined by the mother’ s hedth, which
warrants adiscusson of maternd hedth issues. Maternd anemiais a huge issue that has

34 Berhane, Y & TesfayeF. (Sept. 2001). Food for the Hungry International / Mozambique Health/Nutrition Program Final Evaluation Report.
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effects on birth outcomes (maternd and prenatal mortality, birth weight, development)
and subsequently on the mother’s hedth. Document if women are getting adequate
iodine, and the loca accessibility/affordability of iodized sdt. FH should consider the
opportunity to ensure that women are getting iron/folic acid supplement in the antenata
and postnatd period, mdaria prevention and trestment, antihelminthics, and potentidly
iodized oil supplements during antenatal care according to WHO recommendations. The
gructures arein place to add this.

Ensure that mother do not receive a high-dose vitamin A supplement beyond 8 weeks
postpartum, asit can be teratogenic in early pregnancy.

Within such afood insecure context, this section would be strengthened with more
discussion on availability/access to locad food and vitamin A, ensuring that children over
two do not fal through the gaps. Discuss where added il and vitamin A rich foods
would come from, going beyond the existence of Care Groups.

With Hearth workshops every 6 months, children could wait aslong as 5-6 months to get
into a Hearth program. Reather than being restricted by the HEARTH methodology and
keeping it waled-off from the CG I'Y CFH/CMP activities, consider incorporating the
principles of Hearth within the CG bi-weekly/monthly counseling sessons to address the
gpecia needs of these manourished children (of benefit to al mothers).

The severdly malnourish will be referred to facilities despite evidence that the
community-based therapeutic care (CTC) mode using ready-to- use therapeutic food
(RUTF) may be a better option which could perhaps be introduced on a pilot basis.

Provide additiona information on time alocation requirements from Promoter and
Leader Mothers, compensation, and how these may or may not present
condrants/'chalenges for long-term sugtainability. Include in the discussion the turnover
for these pogitions, and any retention problems.

Describe how key inputs for Care Group use are procured, e.g. ORS, vaccinations,
antihdminthics, antibiotics, chlorine

Include atime/phasing-in table for scae up to provide grester clarity.

RESPONSE
Please see Program Description — section E.3 for detailed information and eaboration
regarding the program srategy.

Concerning amdiorating issues regar ding transportation:

One of the mgor strengths of the Care Group mode is that it provides hedth education
viahome vidts, therefore addressing a primary barrier in the exiting MOH system - the
lack of a mechaniam to do large-scae hedlth promotion due to the norexistence of
CHWs.
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By having LMs vist every caregiver of children under two, equity for heath and
nutrition education will be ensured. A mechanism for addressing trangportation to and
from MOH hedlth centers is outside of the scope of this project.

Zinc: FH hopesto provide zinc supplements to children with diarrhea but is awaiting ()
MOH gpprovd for the use of Zinc in Mozambique and (b) additional funding and/or GIK
to cover the cost of zinc packets. FH has been in discussion with SCF and Johns Hopkins
regarding the quantities of zinc necessary for this program.

Maternal Care:

During Modd #7 FH will provide lessons regarding materna care and nutrition. Some of
the topics included during these lessons are: nutrition during pregnancy, iodine-rich foods
(marine products)/sdt and other important nutrients, iron supplements, Vit A, importance
of prenatal care and VCT, and PTMTC.

In addition to nutritiona education message, Leader Motherswill be tracking materna
care viathe Care Group registers. These registers (please see example of materna pages
in Annex 13) will collect data concerning their antenatd vidts aswell asiron

supplements received during pregnancy and breastfeeding. Leader Mothers will use
these registers to track “ defaulters’ and tailor health messages to each mother. FH will
refer dl pregnant women to MOH hedlth facilities for prenatal examsincluding iron
supplement and maaria prophylactics. The MOH has large quantities of 1ron

supplements and does not experience stock out. During home visits with pregnant
women, Leader Mothers will educate mothers regarding the need for pre-natd vist and
need for early trestment of maaria during pregnancy.

FH has discussed the avail ability of iodize salt with the MOH. We were informed that
iodized sAt is reedily avalladle in urban locations but the MOH is not sureif rurd
communities are using iodized salt. They reported that goiter is not alarge problemin
Sofda. FH hastried, unsuccessfully to locate a report on lodine through the MOH. We
will continue to include the importance of consuming marine products and other
important nutrients during our maternad care modules.

It has aways been the plan of FH to include the principles of Hearth during bi-weekly
Care Group trainings.

FH isworking with the MOH in securing gpproval to deworm pregnant women
participating in program activities. The current MOH poalicy is, during prenatd vidts, to
deworm al pregnant women in their 2" and 3 trimester.

Food security: adetalled discussion of food availability and FH' s Title Il program is
discussed in the preceding section. FH will be providing Vitamin A supplementsto
children aged 0-59 months during Hearth screenings. FH'’ s current Title 1 program
promotes the use of community gardens for the production of Vitamin A rich foods.
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CTC: FH will be partnering with CUAMM in the didrict of Manga. CUAMM currently
operated afeeding center in Beiraand will dl begin CTC usng plumpy nut. FH will

refer severdly malnourished children in Mangato CUAMM’ s programs. For more details
regarding the partnership with CUAMM please refer to section 3 of the DIP.

Program Promoters are full time paid staff of FH who will dedicate 40 hours per week
to the program. It is estimated that Leader Mothers will spend about two hours ever other
week participating in Care Group meetings. In addition to the Care Group mestings,
LM’swill conduct home vidts to the 12 beneficiary mothers they serve therefore
devotion on average 8 hours aweek to this program. Sustainability will rdly heavily on
the continuation of the Care Groups themsalves, and studies in Mozambique have shown
that Care Groups continue to meet and do hedlth promoation long after project funding has
ended. Studies conducted by World Relief in Gaza province found that of the 1457
volunteers active at the end of a Care Group project, 1361 (93%) were active twenty
months later. Of the origina number, 92 LMs had |€ft their post or moved out of the area
and 44 had died. Out of these 132 vacant roles, the communities had selected 40
replacements, and other volunteers trained their new colleagues and entrusted them with
the educational materials of their predecessors. Furthermore, the changes brought about
inthe origind program — amilar to FH’ s dramatic changes with its Title Il Care Group
project — were maintained during this period, aswel. A full thirty months after the end

of the project, fina program goals on eight key indicators continued to be exceeded.
While FH has not yet pulled out of the communities in Sofala where Care Groups have
been established (using Title 11 funds), FH has have seen the same low turnover rate and
exceptiona impact and changesin results-leve indicators that are associated with a
successful, community-supported project.

The MOH will provide FH will ORS packets, deworming medication, and Vitamin A
supplements for distribution by program Promoters and Leader Mothers. The Swiss
NGO Sight and Life will dso supply Vitamin A if MOH gtocks are not sufficient for
program needs.

A time in/phase in work plan can be found in section 8 of the DIP.

Per formance Monitoring and Evaluation weaknesses.

Include a discussiorvidentification here of the M& E expertise to be attached to the project
in Mozambique, expanding on the reference in the Management Plan. Provide
judtification for why this pogtion is only 25% L OE for M&E activities.

Include further discussion on the sirength and/or weeknesses of the MoH system as well
as how the two systems might be integrated.

FH will need to add an indicator for zinc.

The exclusive breastfeeding indicator should be for sx months, rather than 9 months.
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RESPONSE

Both HF HQ technica backstops — Lauren Erickson-Mamane, MPH and Tom Davis,
MPH will provide asgnificant amount of M& E support to the fidd aff in Mozambique.
Mr. Davis has worked with the CORE Monitoring and Evauation Working Group, and
was the lead author of the CSTS/CORE KPC 2000 Curriculaand the FAM Titlell
Monitoring Toolkit.3®> Ms. Erickson-Mamane has conducted trainings in KPC Methods,
LQAS, and QIVCL. Sheiscurrently amember of CORE s M& E working group. FH’'s
technical team members have been leadersin the CS community in monitoring and
evaduation of CSand Title Il programs, have published manuals for USAID on
monitoring and evauation, and will transfer these skills to the partnersin Mozambique
during thisproject. Tesfaye Legesse will serve asthe M& E Specidist in Mozambique
and devote 13% of histimeto thisproject. Derrick Cagpuranawill serve asthe M& E
Technician for this program and devote 80% of histime to the project. Mr. Capurana
and has been part of the FH/Mozambique M& E team for the past three yearsand is
experienced with KPC surveys, monitoring and evauating health and nutrition programs,
data anays's, survey report writing, and training of gaff.

The Sofala provincial MOH callects information regarding clinical services as part of
the Sofala MOH monitoring system but does not collect community level data regarding
nutrition and diarrhea. Currently the MOH monitors the number of children weighed,
vitamin A supplements distributed, vaccines given and types of illnesses presented a
hedlth facilities. Both didrict and provincid MOH representatives have stated that there
isno means of verifying the qudity of thisdata. For the past year the MOH has been
attempting to develop a system of evauating data quality but to date do not have such a
systemin place. FH will provide training to district MOH representative on qudity
improvement checkligts to facilitate monitoring and evauating data qudity.

FH is aso developing various forms and M&E tools, such as Care Group registries and
vital events reporting, that they will train both program and MOH gaff to use throughout
the life of the program. MOH gtaff will work closdy with program geff in the
supervison of Promoters and Care Groups and will serve as members of the CS
Coordination Team during to monitoring al aspect of program implementation.
Throughout the life of the program, FH will supply Didrict, Provincid, and Nationa
MOH offices with copies of M&E and program reports.

Zinc supplementation has not yet been gpproved by the MOH. FH has discussed the
potentidity of digtributing Zinc supplements (only if addition funding for this activity is
identified) and has been informed that UNICEF isin the process of developing aZinc
protocol with the MOH. Until such timethat aMOH Zinc policy isin place, no
supplementation will occur. When the MOH gpproves supplementation, FH will add an
indicator for Zinc.

35 The Title 11 Monitoring Toolkit (Tom Davis, MPH and Julie Mobley, MSPH, authors) is available through Food Aid Management
(FAM). Seehttp://gme.fhi.net/fse/isapr/index.htm#mneT ool Kit or
http://www.foodaid.orag/worddocs/moneval/toolkit/FAM TIIMonitoringToolkit.ZI P.
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The breastfeeding indicator was an error and has been subsequently corrected to 0-5
months.

M anagement Plan weaknesses:
This section would be strengthened with one organizationd chart which clearly
delinegtes the roles and respongibilities of both HQ and the field as an integrated whole.

Include further discussion on the practica issues surrounding the cregtive idea of having
the some of the creative idea of having the some of the coordination facilitate through a
virtud classroom.

The management and human resources table need to be strengthen to more clearly
indicate FH’s plans. It needsto include a discussion on the roles and responsbilities of
FH gaff aswell as partner saff. Indicate how many M& E technicians are atached to the
project. Better illustrate the LOE of partners. Better illusirate the LOE of partners.

The work plan would be improved buy using a ddineated time/phaselyear/quarter table,
which would make it easer to visudize how the activities flow. Asasuggestion, identify
the main sand sub-project activities in the left hand column with recognition given in the
following columns as to when these activities would take place.

FH may want to consider OR on the recurrent inputs to keep the Care Groups going
effectivdly.

RESPONSE
Annex 5 of the DIP includes a unified organizationa chart for both HQ and field saff
involved in the expanded impact program.

FH has had excdlent experience using Groove and Elluminate during the implementation
of our PEPFAR program. Elluminate virtua classroom software alows program partners
to record mesetings so that those who miss ameeting can listen to the record afterward to
Oet up-to-date regarding program activities. Furthermoreit dlows partners from different
aress of the country, as well as different countries al together, to share documents and
conduct live meetings. FH has aso had tremendous success using Groove for sharing
documents across partners and countries. While both Groove and Elluminate help
communications tremendoudy, it is necessary to have multiple means possible to assure
steady communications (e.g., Groove, Elluminate, Skype, e-mail, phone, and fax).

Please see section 5 of the DIP — Program Management for additiond information
regarding the roles and responsibilities of project saff. Theroles of partnersis outlined
in section E.3 Program Description.

A timein/phasein work plan is presented in section 8 of the DIP.
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FH will be working with Mozambican universities and other partners to conduct OR on
the effectiveness of the Care Group Model. Please see section 4 for more information
regarding operationa research.

Collaboration with USAID Field Missions weaknesses:
None identified

Overview Comments
Although thereis difficulty finding qudified Mozambican s&ff, FH is encourage to
include more Mozambican saff in key positions.

In order to ensure sustainability of this program, DH should ensure more MoH
involvement in implementation, especidly on the behavior change communication
component.

RESPONSE:

Dueto the long civil war and lack of education during thet period, it is dill difficult to
find qudified candidates for the highest positions. However currently 98% percent of the
program’s paid fidd staff are host country nationals. Furthermore M ozambican staff
plays the mogt crucid role in this program — that of our Leader Mothers. .

For more detailed information regarding the role of the MOH please see section 3 of the
DIP.
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ANNEX 2: Maps of Project Area
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Bera
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ANNEX 3: Report of Baseline Assessment

(SEE SEPARATE FILE)
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ANNEX 4: Agreements
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MEMORANDUM OF UNDERSTANDING
BETWEEN

Doctorswith Africa (CUAMM) and Food for the Hungry M ozambique (FH/M 0z)
“ Achieving Equity, Coverage, and Impact through a Care Group Network”

(USAID AWARD NO. GHS-A-00-05-0014-00)

INTRODUCTION

This Memorandum of Understanding (MOU) provides general guidance to Doctors with Africa(CUAMM)
asalocal Associate Partner in Mozambique under the CSHGP Expanded Impact Child Survival Program:
Achieving Equity, Coverage, and Impact through a Care Group Network, which is managed by Food for
the Hungry Mozambique (FH/Moz) on behalf of Food for the Hungry, Inc. (FHUS).

PURPOSE OF THE MOU

The purpose of thisMOU isto set forth the terms of collaboration between FH/Moz and CUAMM relevant
to the implementation of the Expanded Impact Child Survival Program to be carried out in Sofala Province,
M ozambique.

PERIOD AND TERMSOF THE MOU

ThisMOU will take effect on the day that the responsible parties from both FH/Moz and CUAMM have
signed it and will remain in effect through the compl etion date of the CSHGP Expanded I mpact Program,
September 30, 2010, unless terminated prior to that date as specified in the Termination section below. The
parties to thisMOU will engage in periodic consultationsin order to review itsimplementation. ThisMOU
may be modified at any time, provided that such modification is by mutual consent and in writing.

PROGRAM OBJECTIVES

The Expanded Impact Child Survival Program collaboration defined in the present MOU has as its specific
objectivesto:

1. Improve child nutritional status

2. Assure appropriate diarrheal case management (including proper feeding during diarrhea)

3. Increase the proportion of mothers of young children who have access to an IMCI-trained provider
within one hour of their home

4. Assurethe sustainability, quality and expansion of the Care Group model in Mozambique

BENEFICIARIES

FHI/M oz estimates the beneficiary population to be 155,658 people — 126,149 children and 29,509
pregnant women in ten districts of Sofala province — Caia, Chemba, Meringue, Marrameu, Beira, Dondo,
Gorongosa, Nhamatnada, Chibabava, and BuziBuzi.

GOVERNANCE STRUCTURE

1. Food for the Hungry, Inc. (FHUS) isthe recipient of the CSHGP award and will be fully
responsible to USAID for all aspects of program management.

2. A Child Survival (CS) Coordination Team will be established to guide the implementation of
program activities. The CS Coordination Team will be led and managed by FH/Moz and will
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include representatives from the provincial MOH, HAI, PWCSA, AISPO (pending), and
CUAMM.

3. TheCS Coordination Team (led by FH/Moz) will report to and be responsible to FHUS regarding
all aspects of CSHGP program implementation.

RESPONSIBILITIESOF FH/Moz and CUAMM:
FHI/M oz

1. Representatives of CUAMM will beinvited to participate in project trainings to include but not be
limited to Care Group Modules, Quality improvement and verification checklists, the Hearth
nutritional rehabilitation model, conducting mini-K PC (Knowledge, Practice and Coverage)
surveys and anthropometry

2. FH/Moz will regularly share program results and information regarding the Expanded Impact
Child Survival program via CS Coordination team meetings, annual reports and an annual review
meeting with CUAMM.

3. FH/Moz will refer children, aged 0-59mth, identified as severely malnourish during HEARTH
screenings in the district of Manga, to CUAMM'’ sfeeding center in Beira.

CUAMM

1. CUAMM’sfeeding center in Beirawill provide treatment for severely malnourished children
referred by FH/Moz.

2. CUAMM will provide community based therapeutic feeding, using “plumpy nut” in tandem with
FH/Moz HEARTH activities.

3. CUAMM will participate in meetings of the CS Coordination Team and regularly identify waysin
which the program can be strengthened given their health experience in Sofala province.

4. CUAMM will identify waysin which the Care Group model and other methods used by FH/Moz
in the CS program can be integrated into their current and future projectsin order to achieve better
coverage and results

INDEMNIFICATION

Each Partner shall indemnify and hold harmless the other Partners and their officers, directors, employees
and agents from and against any and all claims, demands, liabilities, fines, losses and expenses (including
reasonabl e attorneys’ fees) and other costs caused by the gross negligence, recklessness, intentional
wrongdoing or fraud of the indemnifying I|mplementing Partner in connection with thisMOU.

DISPUTE RESOLUTION

Any dispute, controversy or claim arising with respect to the interpretation and application of the present
MOU will be solved by the partiesinvolved. After resolving a conflict, an agreement will be written by
both parties and will become an addendum to thisMOU.

TERMINATION

CUAMM or FH/Moz may terminate its participation under this MOU by providing 60 days written
notification.
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S GNATURE

In witness hereof, CUAMM and FH/M oz hereto acting through their duly authorized respective official
representatives have hereby offered their seals and their respective signatures.

Date Date

Adriaan Korevaar [CUAMM representative]
Country Director
FHI/Mozambique
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MEMORANDUM OF UNDERSTANDING
BETWEEN

Sofala Provincial Ministry of Health (MOH) and Food for the Hungry Inter national, Mozambique
(FHIMo2)

“ Achieving Equity, Coverage, and Impact through a Care Group Network”

(USAID AWARD NO. GHS-A-00-05-0014-00)
INTRODUCTION

This Memorandum of Understanding (MOU) provides general guidance to MOH as aloca Implementing
Partner in Mozambiqgue on behal f of the CSHGP Expanded Impact Child Survival Program: Achieving
Equity, Coverage, and Impact through a Care Group Network of which Food for the Hungry, US was
awarded on behalf of Food for the Hungry/Mozambique.

PURPOSE OF THE MOU

The purpose of thisMOU isto set forth the terms of the collaboration between FH/Moz and MOH relevant
to the implementation of the Expanded Impact Child Survival Program to be carried out in Sofala province.

PERIOD AND TERMSOF THE MOU

ThisMOU will take effect on the day that the responsible parties from both FH/Moz and M OH have signed
it and will remain in effect through the completion date of the CSHGP Expanded I mpact Program,

September 30, 2010. The partiesto thisMOU will engage in periodic consultationsin order to review its
implementation. This MOU may be modified at any time, provided that such modification is by mutual
consent and in writing.

PRGRAM OBJECTIVES

The Expanded Impact Child Survival Program collaboration defined in the present MOU has as itsspecific
objectivesto:

5. Improve child nutritional status

6. Assureappropriate diarrheal case management (including proper feeding during diarrhea)

7. Increase the proportion of mothers of young children who have accessto an IMCl-trained provider
within one hour of their home

8. Assurethe sustainability, quality and exp ansion of the Care Group model in Mozambique

BENEFICIARIES

FHI/M oz estimates the beneficiary population to be 155,658 people — 126,149 children and 29,509
pregnant women in ten districts of Sofala province — Caia, Chemba, Meringue, Marrameu, Beira, Dondo,
Gorongosa, Nhamatnada, Chibabava, and Buzi.

GOVERNANCE STRUCTURE

4. Food for the Hungry, Inc. (FHUS) is the recipient of the CSHGP award and will be fully
responsibleto USAID for all aspects of program management.

5. A Child Survival (CS) Coordination Team will be established to guide the implementation of
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program activities. The CS Coordination Team will be led and managed by FH/M oz and will
include representatives from the provincial MOH, HAI, PWCSA, AISPO (pending), and
CUAMM.

6. TheCS Coordination Team (led by FH/Moz) will report to and be responsible to FHUS regarding
all aspects of CSHGP program implementation.

RESPONSIBILITIESOF FH/Moz and MOH:

FH/Moz

1. Representatives of the MOH will beinvited to participate in project trainings to include but not be
limited to Care Group Modules, Quality improvement and verification checklists, the Hearth
nutritional rehabilitation model, conducting mini-K PC (Knowledge, Practice and Coverage)
surveys and anthropometry.

2. FHI/Moz trained Promoters and L eader Mothers who prove themselves to be competent will be
authorized to distribute ORS, Vit A supplements and deworming medication (Albendazole or
Mebendazole) at the community level (through the Care Group structure) during the
implementation of the Expanded Impact Child Survival Program. FHI/Moz will conduct bi-
annual malnutrition screenings for children 0-59 months of age during which children 12 months
and older will receive 400 mg of Albendazole (or 500mg of M ebendazolein asingle dose) , and
children aged 6 months and older will received Vit A supplements. Postpartum motherswill also
receive one dose of Vitamin A within 40 days postpartum. Children who have measles, severe
infections, or severe malnutrition will also receive aregimen of vitamin A per international
treatment norms. Mothers of children suffering from diarrheawill be provided ORS packets
throughout the life of the program.

3. FH/Moz will regularly share program results and information regarding the Expanded Impact
Child Survival program via quarterly CS Coordination team meetings, annual reports and an
annual review meeting with all project partners.

MOH ASAN EXPANDED IMPACT CSPROGRAM IMPLEMENTATION PARTNER

1. TheDistrict level MOH representative will help facilitate community census activities, the
recruitment of Leader Mothers and the participation of beneficiary mothersin the activities of the
Expanded Impact Child Survival Program.

2. The MOH will provide, free of charge, Community IMCI trainersfor the training of FHI/Moz and
partner staff in C-IMCI.

3. The MOH will provide, free of charge, Vit A, Albendazole (or Mebendazole), and ORS packets
in the amounts specified below for the direct beneficiary population of the Expanded Impact Child
Survival Program:
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Year 1 Year 2 Year 3 Year 4 Year 5 Total

MebendazoleAlbendazole 7o ggg76 101171 104498 107946 390,126

Doses
Vitamin A Doses 84,679 87,472 227,635 235,120 242879 877,785
ORS Packets 150,541 155,505 404,684 417,992 431,785 1,560,507
Iron Supplements 523,750 1,355,763 4533209 4,637,560 4,842,247 15,832,529

4. District level MOH officials from the ten districtsin Sofala province in which program activities
are being implemented will accompany FHI/Moz staff quarterly in the supervision of program
Promoters.

5. Asof July 1, 2010 MOH staff at district level health facilitieswill conduct supervision of Care
Groupsviaan IMCI trained Leader Mothers by either visiting Leader Mothers communities or
meeting with Leader Mothersat the health facilities (e.g. during regular outreach immunization
posts).

INDEMNIFICATION

Each Partner shall indemnify and hold harmless the other Partners and their officers, directors, employees
and agents from and against any and all claims, demands, liabilities, fines, losses and expenses (including
reasonable attorneys’' fees) and other costs caused by the gross negligence, recklessness, intentional
wrongdoing or fraud of the indemnifying Implementing Partner in connection with this MOU.

DISPUTE RESOLUTION

Any dispute, controversy or claim arising with respect to the interpretation and application of the present
MOU will be solved by the partiesinvolved. After resolving a conflict, an agreement will be written by
both parties and will become an addendum to thisMOU.

TERMINATION

The MOH or FH/M oz may terminate its participation under this MOU by providing 60 days written
notification.

S GNATURE

In witness hereof, MOH and FH/M oz hereto acting through their duly authorized respective officia
representatives have hereby offered their seals and their respective signatures.

Date Date
Adriaan Korevaar Dr. Alberto Jodo Baptista
Country Director Director

FHI/Mozambique SofalaProvincial MO
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April 11, 2006

Dr. Giuseppe Bufardeci
AISPO / Mozambique

Giuseppe:

It was great meeting you and having you participate in our KPC Survey Analysis
workshop in March of this year in Beira. | am including some information below that
you can pass along to folks in Italy concerning this project and how we would like to
have AISPO involved.

Over the next five years, Food for the Hungry (FH) will be improving the lives and
survival rates of 134,146 Mozambican children and 21,521 pregnant women
located in ten districts of Sofala Provinces. We will achieve this by reducing malnutrition
by one-third, helping mothers to adopt safer practices that keep children alive, and
helping them to have access to critically -needed services, vitamins, and medications.
Food for the Hungry's five-year (2005-2010) USAID-funded Expanded Impact Child
Survival Project builds on our previous success with the “Care Group” approach. During
a program from 1998-2001, FH/Mozambique decreased moderate and severe
malnutrition in preschool children living in Sofala province by 40%b6, severe
malnutrition by 48%b, and decreased the death rate of preschool children by
62%b in Sofala province in areas where the Care Group approach was utilized.

Change in Under-five Mortality Rate in (USMR),
Food for the Hungry Care Group Areas, Sofala Province,
Mozambique
1999/2000 to 2003/2004

The Care Group methodology helps mothers to learn how to help their children survive
and thrive, and to adopt new behaviors. FH works with health Promoters, community
Leader Mothers, and mothers groups in improving nutritional practices and diarrheal
disease management.




FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 141

Each Care Group is composed of 12 “Leader FHI/Mozambique Care Group Model
Mothers.” These Leader Mothers are each Slicies i otvase 1ol [edotvac et
chosen by their neighbors and communities. O
Leader Mothers are educated by a Promoter Promoters Mothers. P e

Care
Groups

12 L eader Mothers]
12 L eader Mothers]

children 24-59m are visited
every six months.

every two weeks for two hours then each
Leader Mother takes what she learned out to a /\
group of 14 households with mothers of
children 0-23m and pregnant women. (The
PowerPoint included with the e-mail gives
more details on how Care Groups function and

why we think they have been so successful in

improving health status.)

12 L eader Mothers|
12 L eader Mothers]
12 L eader Mothers]

12 Leader Mother s

Health messages focus on he|p|ng mothers to With this model, one Health Promoter can cover 1,680 beneficiaries.
adopt healthier practices in terms of breastfeeding, complimentary feeding,
micronutrients, nutrition during pregnancy, diarrheal home management (e.g., use of
oral rehydration serum), sanitation and hygiene (e.g., proper hand washing and water
purification), the need for proper home management of illnesses and knowing when
children need to be seen in a health center.

This project will be carried out in the following districts of Sofala Province:

2005-2010  Caia (50% of population)
Chemba
Meringue
Marromeu (34% of population)
Beira (105,000 people in this district)

2008-2010 Dondo (50% of the population)
Gorongosa (50% of the population)
Nhamatanda (50% of the population)
Chibabava
Buzi

Our project objectives are:

a. To decrease malnutrition (underweight) in children 0-23m from 26% to 18%.

b. To increase exclusive breastfeeding of children 0-5m 17% to 60%.

c. To increase feeding frequency of children 9-23m who are fed solid or semi-solids food at least
three times daily from 33% to 65%.

d. To increase the proportion of young children fed nutrient-dense foods from 35% to 80%.

e. To decrease VAD by increasing the proportion of young children in Sofala who are regularly
receiving vitamin A supplements from 82% to 95%.

f. To decrease VAD by increasing the proportion of children who consume Vitamin A rich foods
from 29% to 80%.

g. To decrease helminthiasis and improve nutritional status by increasing the % of young
children who are regularly dewormed from 70% to 95%

h. To increase the proportion of children 0-23m of age who participate regularly in growth
monitoring/promotion activities from 70% to 90%.

i. To increase the proportion of young children with diarrhea who are given ORT in order to
decrease dehydration and death from 71% to 90%
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j.  Toincrease feeding of young children during diarrhea (offering the same amount or more food
during the illness) from 31% to 60%.

k. To increase the proportion of mothers of young children who are competent in preparation of
ORS from 44% to 80%.

I. Toincrease the proportion of mothers of young children who know when to seek care for sick
children (mothers who know at least three signs of childhood iliness that indicate the need for
treatment) from 29% to 75%.

m. Continue to expand usage and improve the Care Group model in Mozambique.

n. To increase to 80% the proportion of Leader Mothers trained in Integrated Management of
Childhood lliness (IMCI) who can properly use the IMCI protocols for children 2-59m of age.

0. To increase to 80% the proportion of LMs who are able to do high-quality health promotion.

p. Increase the capacity of local partners and 90% of project communities to effectively address
local health needs.

Food for the Hungry / Mozambique has been encouraged by AISPO’s
involvement with MOH health facilities and communities in Sofala province,
and is requesting AISPO’s help in extending this successful model of health
status transformation in any of the above named districts, but especially in
Chemba, Caia and Maringue.

Some of the responsibilities that Food for the Hungry would have in this
project vis-a-vis AISPO would be:

1. to invite representatives of AISPO to participate in project trainings to include but
not be limited to Care Group Modules, quality improvement and verification
checklists, the Hearth nutritional rehabilitation model, data analysis and
conducting mini-KPC (Knowledge, Practice and Coverage) surveys and
anthropometry.

2. to regularly share program results and information regarding this Expanded
Impact Child Survival program via Child Survival S Coordination team meetings,
annual reports and an annual review meeting with AISPO.

We are inviting AISPO to participate by:
1. being involved in the development of Care Group training lessons, and the
training of MOH staff and Promoters using these lesson plans;

2. participating in meetings of the CS Coordination Team and regularly identifying
ways in which the program can be strengthened given AISPO’s health experience
in Sofala province;

3. identifying ways in which the Care Group model and other methods used by
FH/Moz in the CS program can be integrated into AISPO’s current and future
projects and activities in order to achieve better coverage and results;

4. helping to identify ways in which we can all integrate this community-based
health system in the curative care system established by the MOH of these
districts; and

5. identifying ways in which AISPO can help share project costs — as funds are
available — for training of Leader Mothers, supervision of Promoters and Care
Groups so that the gains achieved through the project can be sustained.
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Our goal is that no child should die in Sofala province. At this point, I am hoping that
we can agree on the above concerning the collaboration of AISPO and FH in this project.
As AISPO considers further funding for the aforementioned districts, we can enter into
more detailed discussions about how FH and AISPO can share in this task of
transforming the health status of the children and women who will be affected by this

project.

Sincerely,

Thomas P. Davis Jr., MPH



FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 144

ANNEX 5: Organizational Chart/M anagement Plan

Child Survival
Coordination Team
Members*: FHI, Prov.
MOHSs, HAI, PWCSA,
CUAMM

FHI-M Country
Director

Dir. Of Health
Programs
(HQ/DC)
38%yrl

30% yr 2-5

Child Survival and
Nutrition
Programs
Coordinator
(HQ/DC) 42% yr 1

M&E Manager
13%

M&E Technicians
20%

Health and Nutrition
Program Director

Child Survival
Program Manager
100%

FHI
CS HPSOs

69 Promoters

4,830 Leader
Mothers organized
into 345 Care
Groups

35% yr 1-5

Finance/Admin
Director

Finance/Admin

District MOH Assistant
Offices 100%

PWCSA
Committees
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ANNEX 6: Resumes/CV’sand Job Description of Key Personnel

THOMASPHILIP DAVISJR., M.P.H.
2536 Holcomb Road
Boonville, NC 27011

voice: (336) 468-1803, dt: (704) 638-6394 e-fax: (419) 791-0620
e-mal: Tom.Davis@fh.org Webpage: www.phcreations.com

Evaluation and Planning of Child Survival / Primary Health Care Activitiesand Projects:
Eighteen years of international field experience in planning, coordinating, implementing, and
evaluating projects — as a consultant and employee — in Bolivia, Burkina Faso, Cambodia,
Colombia, the Dominican Republic, Ethiopia, Guatemaa, Haiti, India, Kenya, Mdl,

Mozambique, Peru, Paraguay, Tanzania, and Zaire (Congo). (Six yearsliving in developing

countries [two in Haiti, four in the D.R.].) Experience in working with USAID centrally- and

mission-funded Child Surviva projects, privately-funded PHC projects, and Title |1 health
projects.

» Recent workshop facilitation experiences: FHI nutrition and positive deviance workshops
in Kenya, Mozambique, and Boliviain 2004 and earlier. Workshop Fecilitator for KPC
2000 TOST Workshop, Myrtle Beach, SC (June 2002). Lead Facilitator for the Title 11
Nutrition Works Workshop in Millwood, VA (Sept. 2001).

» Recent USAID evaluation experience: Wrote portions of Curamericas baseline KPC
report and DIP for Guatemala, 2003.  Consultant for Counterpart/India s KPC basdine
survey process in January 2001 (using the KPC2000+ and RapidCATCH questionnaires), in
Africare/ Tanzania's baseline survey reporting in February 1998, and FOCAS/ARHC's
basdline (1998) and midterm (Dec. 1999) evauation. Worked with Dory Storms at Hospital
Albert Schweitzer in Haiti to automate HIV/AIDS database on Pocket PCs.

» Recent CS backstopping experience: HQ backstop for Curamericas’ Guatemaa CS
project (until June 2003) and over al CS programs with Curamericas until June 2003.
Mentor in the FOCAS Curamericas CS mentoring project in Haiti (1997 — 2003).

Backstop to MAP Int.’s HQ staff for their MAP/Ecuador CS project (September 1999 -
September 2001). Backstopping of FHI's Title Il and HIV/AIDS work in Mozambique,
Kenya, Bolivia, and Ethiopia.

» Recent DIP writing experience: Wrote portions of Curamericas/Guatemala s DIP (2003).
Lead facilitator in MAP, International’s DIP in their Ecuador CS project in November 2000.
Also, DIP writing for FOCAS/Haiti.

Evaluation and Execution of PHC/Child Survival Training Activities and Projects:
Eighteen years experience training community-level to post-graduate level health and
community-development workers through ten organizations. Training areas included CS
interventions and activities, Hearth/PD methodology and other nutrition activities, M& E, use of
Pocket PCsin CS, nonformal education theory and methods, needs assessment, supervision,
research skills, child safety, family planning, prenatal care, environmental health, community
organization, computerized data analysis, and human rights abuse documentation. Have
received training in the I ntegrated M anagement of Childhood IlIness(IMCI). Trainedinthe
census-based, impact-oriented (CBI1 O) approach to primary health care. Certified trainer in
CSTS KPC 2000+ Survey Methodology. Trained in Lot Quality Assurance Sampling
(LQAYS). Trained in the use of Epi-Info 2002 (in 2003) and Appreciative Inquiry.
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Languages: Spanish (fluent written and spoken), Haitian Creole (fluent written and spoken),
French (working knowledge: good reading/comprehension), working knowledge of Portuguese.
Behavior Change Communication (BCC) Evaluation & MaterialsDevelopment: Skilledin
BEHAVE Framework and developer of Barrier Analysis methodology. Developed health
education stories, songs, poems, skits, board games, codes, child-to-child exercises, and
smulations.

Evaluation of BCC Activitiesand Projects. Evaluated BCC methods and materias of
organizations in Haiti, Mozambique, Kenya, Ethiopia, the Dominican Republic, Bolivia, Peru,
Paraguay, Colombia and Guatemaa; designed KPC surveys, observational checklists, and other
evauation tools.

Continuous Quality Improvement: Designed CQI systems for a hospital for two years, and
developed CQI tools and trainings for use in severa countries.

Member ships: CORE board member, CORE Socia & Behavior Change Working Group, U.S.
Cadlition for Child Survivd (Speaker’s Bureau), APHA, Globa Hedth Council.
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JOB DESCRIPTION

Job Title: Child Survival and Nutrition Program Coordinator

SUMMARY

The Child Surviva and Nutrition Program Coordinator (CSNPC) is located within Food
for the Hungry’ s Government and Gifts-in-Kind Department in Washington, DC. The
person who fills the position will be expected to provide technical support and some
adminigrative backstopping to Food for the Hungry’s (FH) (1) child surviva and (2)
food security capacity-building programs. The CSNPC will report to the Director of
Food Security Programs, and will coordinate extensvely with the Director of Hedlth
Programs.

ESSENTIAL DUTIES AND RESPONSIBILITIES include the following. Other duties
may be assigned.

Key Result Area #2: Provides technical and administrative support for FH child survival
programs (approximately 30% of time)

1. Seveasthe primary child surviva technicd backstop for FH’s Expanded Impact
child surviva project in Mozambique starting October 1, 2005 (and additiond CS
projects as funding is obtained).

2. Communicates regularly and vists with FH child survivd fidd saff and provides
requested program implementation support- especialy for hedth and nutrition
activities.

3. Ensuresthat FH child survivd fidds are awvare of USAID reporting schedules and
meet scheduled deadlines.

4. Lead author on child survivd detailed implementation plans.

5. Reviews annud program reports and evauations from child survivd fidds.
Verifiesthat they are complete and accurate in addition to highlighting
intervention areas that require support.

6. Liaisesbetween USAID and FH child survivad fieds in responding to requests for
information and documentation.

7. Coordinates with the Director of Food Security, Director of Hedlth Programs,
Grant Development Officer, and FHI fidd gaff in supporting child surviva
program design and proposa development for USAID.
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Lauren J. Erickson-M amane, M PH

KEY QUALIFICATIONS

Over 9x years of international development experience. Ten years of project
management experience in grategic planning, adminisiration, supervison, and project
evauation both overseas and in the U.S. Expertise in maternal and child hedlth,
community hedth education, immunizations, disease eradication, capacity building, and
personnd management of a culturdly diverse gaff. Background aso includes writing
grant proposals, securing project funding, preparing USAID reports, and submitting and
managing annua budgets. Excdlent communication and presentation skills. Computer
skillsinclude Microsoft Word, Excel, Power Point, Paradox and STATA. Proficientin
English, French, and Hausa

EDUCATION
Johns Hopkins Bloomber g School of Public Health, Masters of Public Health, May 2005

Washington and Jefferson College, Washington, PA - BA Psychology, 1993, Cum Laude
PROFESSIONAL EXPERIENCE

Manager, Program Coordination Unit (PCU) Africare/Niger Food Security Initiative
6/02 — 5/04
Collaborated with Africare, CARE, Catholic Relief Services and Helen Kédller Internationd in
implementing an innovative $20,000,000 USAID/DCHA/FFP consortium food security
initiative in Niger, West Africa
Monitored project activities and their adherence to the detailed implementation plan.
Activities included the development of community health and management committees,
breastfeeding and weaning groups, micronutrient campaigns, vaccination programs, micro-
credit programs, construction of community health centers, wells and irrigation systems,
community capacity building, and agricultural and environmental protection projects.
Supervised the redlization of Food for Work activities to assure compliance with
implementation strategy and project objectives.
Participated in monthly steering committee meetings.
Organized and facilitated quarterly program coordination meetings.
Represented Africare in meetings with the Government of Niger and other NGOs.
Spearheaded and facilitated the annual strategic planning meeting.
Prepared quarterly and annual USAID/DCHA/FFP reports - Combined Recipient Status and
Commodity Status Reports (CSR/RSR) and Cooperation Sponsor Results Report and Resource
Reguest (CR$4).

Financial Coordinator, PCU  Africare/Niger Food Security Initiative
11/00 — 6/02

Developed and submitted HIV/AIDS and Democracy project proposals resulting in donor
funding of $77,000.
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Performed al PCU administrative duties including vendors identification, price analysis,
inventory, vehicle maintenance, payment of staff salaries, preparation of bi-weekly financia
batches for Africare headquarters, and assured adherence to local employment guidelines.
Tracked, managed and disbursed all funding received from monetized commodities and
prepared financia reports for USAID/DCHA/FFP.

Created and implemented annual financial work plans for al cooperating sponsors.

Prepared annual PCU budget and coordinated submission of al cooperating sponsor budgetsin
accordance with USAID/DCHA/FFP guidelines.

Consultant, Peace Cor ps Niger
09/00 — 10/00

Designed and implemented a West African guineaworm training for Peace Corps Volunteers
and Associate Peace Corps Directors from Togo, Benin, Ivory Coast, Niger, Mai and Burkina
Faso.

Developed a West African Peace Corps guinea worm field manud.

Regional Representative, Global 2000 Niger, West Africa
09/99 — 09/00

Managed the Carter Center’s Regional Guinea Worm Eradication (GWE) field officein
Zinder, Niger.

Collaborated with the Nigerien Ministry of Hedlth' s National GWE program.

Developed yearly eradication strategies that led to an 80% decrease in transmission rates.
Spearheaded a 320% increase in chemical treatments of drinking water sources and managed
the manufacturing and distribution of 43,000 filters to reduce incidence of Guinea Worm
disease.

Organized and implemented monthly rural community surveillance, community health agent
training, treatment of contaminated water sources, community education programs and radio
campaigns.

Monitored 140 Guinea Worm endemic localities.

Obtained project funding and managed al financia disbursements.

Community Health and Nutrition Extension Agent, Gover nment of Niger/Peace Cor ps
06/97- 06/98

Conducted community assessment survey in remote rural community to identify health care
priorities.

Performed community health education lessons focusing on manutrition, ora rehydration,
breast-feeding and

weaning techniques, nutrition, hygiene, family planning, immunizations, gardening,
micronutrients, and

HIV/AIDS.

Conducted baby weighings, immunizations and pre-natal examinationsin arural health clinic.
Distributed polio and meades vaccinations in collaboration with the Ministry of Health during
Nationd Immunization Days.

Implemented a water sanitation project that provided potable water to 950 village residents.
Launched and facilitated regional women’s work fairs to promote devel opment and economic
independence via income generation techniques.
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Collaborated and implemented projects in conjunction with other regional NGOs.

Operations Manager, Telespectrum Worldwide, AnnapolisMD
1996-1997

Managed, selected, trained and devel oped 15 supervisors for a premier supplier of
telebusiness services.

Directed call center staffing, productivity, and cal quality to ensure client satisfaction.
Developed supervisor skills in coaching, call monitoring, discipline, and motivation of
marketing representatives as well as performed client specific training classes for marketing
representatives.

Conducted call center volume projections, staffing and capacity planning.

Reviewed daily statistics to identify problems, recommend solutions and develop incentives to
support the supervisory staff

TRAINING

USAID Title Il workshop, January 2003

Africare P.L. 480 Title || CSR4 preparation workshop, March 2001

Financial Management of USAID Awards training — Center for Public Management, February
2001

USAID Adminigtrative Compliance Requirements training — Center for Public Management,
February 2001

Peace Corps Training, Niger West Africa 1997 - Intense training in community health
education, project

planning, French, Hausa, and cross-culture.

Telespectrum Worldwide Training of Trainers — Coaching, 1996



Name
Position title
Department
Reporting to
L ocation
Position type

Contract
duration

Functional links

Job summary

Duties &
Responsibilities
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Job Description

Emma Hernandez

Child Survivd Manager

Hedlth

Nutrition/Health and HIV/AIDS Manager

Beira Mozambique

Nationd gtaff, full time and sdaried

Starting date: 01/10/05 Finishing date: 30/09/10

Internd: Externd:

The child survival program Manager is responsible for the day-to-
day operations of the child survival project, organizes Child
Survival Coordination meetings and establishes good
working relationships with personnel of MOH and other
NGOs in order to contribute to the overall improvement of
public health practice in Mozambique.

1. Together with the health programs manager, organizes quarterly Child
Survival Coordination meetings, soliciting input for the agenda from each
partner

2. Communicates with each HPSOs twice a week, and supervises their work
through bimonthly visits to each district; meets with District MOH staff
during these visits

3. Oversees all technical and financial aspects of the CS health program in
Mozambique

4. Keeps a master schedule of all planned CS activities and tracks progress
against plans

5. Together with the health manager develops and manages the HIS,
defining required information and assisting staff in development of HIS
reporting forms; issues Monthly Activities Reports, Quarterly Reports, and
ltems of Interest when new program developments occur, utilizing
information from program participants

6. Contributes to the Detailed Implementation Plan, Annual Reports, Midterm
Evaluation and Final Evaluation

7. Establishes quality improvement standards for FHI CS field staff and



10.

11.
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monitors results against objectives and requirements

Writes pre/posttests for each training, maintains data on pre/posttest
scores in an organized fashion, and reports this data to others within FHI
Trains Promoters when necessary, and coordinates with the trainers of
Promoters, HPSOss, and other staff to assure appropriate content in their
training sessions; prepares training materials and conducts the remedial
training of Promoters and other staff when necessary

Is available for consultation and trouble-shooting in difficult program
problems in the field

Works towards understanding the vision, values, and purpose of FHI and
is willing to demonstrate them in developing the FHI vision of community

* HIS means Hedth Information Systems
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Emma Hernandez Avilan

Home address:

La Calera Cundinamarca

Colombia

South America

005718603580

e-mail: emabarto@hotmail.com or emmabarto@yahoo.es

Date of birth: April 01,1959
La Calera

Cundinamarca

Columbia

Special Skills:

Ten years experience with an International Non-Governmental Organization (NGO) in
Angola, training people in relief -development situations and writing project proposals.
Proficient in training health workers: Traditional Birth Attendants (TBAs), Maternal and
Child Health (MCH) nurses, and training of training (TOT) for vaccinators.

Expertise includes organizing, planning, training, and managing community health
programs with emphasis on EPI, Maternal and Child Health including HIV/SIDA

Summary of Experience:

Management Strategies for Improving Health and Family Planning Services,
Monitoring and Evaluation Program

Worked closely with WFP in analysis, diagnosis and follow up of the general nutrition
situation in the project sphere in IDPs Camps

Supervision of Regional Surveillance officers
Coordinated with other technical departments, local and international partners in the
food security and nutrition sector in the project sphere.

Seven years working for Health Center (MOH) in Colombia in Maternal and Child Health,
EPI, training and administrative activities; this time has been spent planning, monitoring,
Epidemiological vigilance and give technical assistance. Over two years working with
Pediatric Hospital give assistance in Newborn Service in Colombia

Employment

International Medical Corps(IMC)USA
Angola Program

Site Program Technical Coordinator
Huambo Province

August 2001 - Jan.2003

Provided technical guidance and leadership to program staff implementing
emergency Maternal Child Health, EPI, Traditional Birth Attendants and Family
Planning including HIV/AIDS.
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Designed and implemented mechanisms which improved the development and
implementation of IMC Child Survival programs.

Collaborated with the technical staff in the identification and definition of new
nutrition projects for the mission.

Implemented and conducted follow-up and evaluation of food security projects.
Implemented a Nutrition and Food Security Surveillance System and Component
of the mission. Implemented a screening component in Bailundo IDPs
demobilized camps.

Responsible for overseeing program implementation activities. Supervised all
technical personnel including the EPI Supervisor, TBA Supervisor, MCH
Supervisor, and Social Mobilize. Made up the core program team and carried out
program activities with the support of administrative and logistical personnel.
Served as the liaison for provincial and municipal health authorities and other
health-related agencies. Monitored field level program indicators.

Management Strategies for Improving Health and Family Planning Services,
Monitoring and Evaluation Program

International Medical Corps (IMC) USA

Angola Program

Site Manager & Technical coordinator

Huambo Province

August.1997-August2001

- Responsible for the administration of field offices and for monitoring security in

the area.
Supervised site logistician and administrative staff in the accomplishment of
programmed interventions and worked closely with the Fin/Admin Manager.
Responsible for the management and coordination of program activities.
Served as point of contact for MOH, UNICEF, and all other health related
agencies.
Provided technical direction of field programs and directly supervised local
supervisors. Also reviewed and analyzed all technical and program information.
Monitored the program indicators at the country level.
Provided information to the head of mission, food security coordinator,
headquarters and field staff concerning general activities and project follow up in
Huambo municipality IDPs camps.

International Medical Corps (IMC) USA
Angola Program

MCH Trainer

Huambo Province

Dec.1996-Aug.1997

Trained Traditional Birth Attendants (TBAs), and Maternal and Child Health
Nurses for a comprehensive reproductive health care program that integrated
STl treatment, Therapy for AIDS patients, local training for health care personnel,
and community-based education.

Supervised MCH Programs installed in the Provinces.

Management Strategies for Improving Health and Family Planning Services
Distributed MCH medical supplies in every Health Post with MCH activities.
Wrote monthly program report.
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Trained women’s groups and leaders of the camp to how prevent and respond to
gender-based violence in refugee/IDPS /conflict/settings.

International Medical Corps (IMC) USA
Angola Program

EPI Trainer

Huambo Province July.1996-Dec.1996
Kuanza Sul Province Feb.1995-Jul.1996
Cuando Cubango Aug.1993-Feb.1995

Trained and supervised vaccinators and TOT and provided technical support to
assure provincial cold chain.

Organized and implemented vaccination campaigns in conjunction with the MOH.
Conducted Epidemiological Vigilance.

La Calera Health Center (MOH)

Colombia Program
Nurse Coordinator

Bogota-Cundinamarca Mar.1986-July.1993Coordinated, monitored and evaluated of all
activities of health programs.

Conducted Epidemiological Vigilance.

Wrote monthly and annual reports.

Immunization activities during Polio Eradication’s and Measles Campaigns.

Pediatric Hospital (MOH)
Colémbia Program
Nurse Coordinator of Newborn Service

Bogota -Cundinamarca July.1984-March.1986
Coordinated the supervision of the MCH Programs.
Provided technical assistance for newborn care.

Education

Servicio Nacional de Aprendisaje Colombia
B.Sc. in nursing

1980-1984

Professional register # 2064

MOH Colombia

Additional Qualifications

Universidad Pontificia Javeriana-Colombia
Community Health Nurse

Health Statistic and program activities
1990/1991

Workshops
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The Joseph L. Mailman School of Public Health
Columbia University

RHR Consortium Monitoring and Evaluation:
Developing writing skill to share project results.
New York, NY

June.2002

International Medical Corps (IMC) USA
Gender-Based Violence

Angola

June 2002

The Joseph L. Mailman School of Public Health

Columbia University

RHR Consortium Monitoring and Evaluation Program

Prevention and Response to Gender-Based Violence in Refugee/IDPS /Conflict
Settings

Mae Sot - Thailand

Jan.2002

RHR Consortium Monitoring and Evaluation Program

Monitoring Routinely Collected Data And Exploring HIV/AIDS Program
Entebbe-Uganda

June 2001

RHR Consortium Monitoring and Evaluation Program

Management Strategies for Improving Health and Family Planning Services
Washington D.C

Dec. 2000

Language Trainer center

Cape Town.

Completed pre- Intermediate level
May 2003 to August 2003

John Ambulance

Jun 2004 Up date of First Aid with emphasis in emergencies situation

Computer skills: Microsoft word, Excel, power point and EPINFO.

Other: Experience with HF and VHF telecommunications equipment( e-mail)

Languages Spoken:

Spanish Excellent Spoken and written
Portuguese Satisfactory Spoken and written
English Intermediate Spoken and written
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ANNEX 7: Training and Technical Guidelines

Nutrition
DRAFT CARE GROUP TRAINER'S GUIDE

What every family should know about breastfeeding, child feeding, and
hygiene.

Course overview:
1. Subject: Importance of good nutrition and growth monitoring: breastfeeding,
child feeding, and growth monitoring.
a. Practice: Teach back
b. Holidic Lesson:
2. Subject: Breastfeeding in thefirst sx months: colostrum, early initiation of
breastfeeding, optimal breastfeeding, over coming challenges
a. Practice Myth and Truth game about breastfeeding and Teach back
b. Holigtic Lesson: Myths and Truths about God's plan for us.
3. Subject: Child feeding between 6monthsto 24 months br eastfeeding, giving
solid foods and active feeding.
a. Practice Preparing good porridges for babies and children and teach back
b. Holigic Lesson:
4. Subject: When a child issick: feeding a child during and after an illness (such
asdiarrhea)
a. Practice Preparing good home fluids and teach back.
b. Holidic Lesson:
5. Subject: Good hygieneto prevent illness. hand washing, waste disposal, food
preparation, food storage
a. Practice Hand washing and teach back.
b. Holidic Lesson:
6. Subject: Good nutrition for the family: pregnant and nursing mothers,
children age 2 to 5 years, and the whole family.
a. Practice prepare and taste (or plan) some balanced menus and teach back
b. Holidic Lesson:

Pre-Test: Document: Nutrition Pre-Test

Reminder: At the beginning of each session:

- Seat participants so that everyone can see everyone else.
Welcome participants, introduce your self, and have everyone introduce themsel ves.
Thank the participants for helping with the program and encourage themin their efforts.
Explain that they are the most important link in the program.
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Lesson 1 Importance of good nutrition and growth monitoring:
breastfeeding, child feeding, and growth monitoring.

During this lesson we will discuss.

Why is good nutrition important for babies and young children?
Why is growth monitoring important?

Wheat are some good foods for children?

What more do children need to grow and develop wdll?

Promoter: Questions for the mother leaders

Why is good feeding important for a child?
How can you tell if a child is growing well?

Note: Take timeto listen to the mothers and find out what they already know. Don’'t
correct wrong answers at this time. Thank the mothers for sharing from their
experiences, and refer back to things they said as you present the lesson. Take care
not to embarrass anyone.

L esson:
Show figure one®: Ask: Why is good feeding important for a child? Asyousadin
our discussion just now, babies and children need a good diet for many reasons (as
much as possible use the mothers' own words to cover these points):
- To be hedthy and strong

To keep warm, be active, to play and work and learn

To protect againgt Sckness: to be sick less often, to have less serious illnesses

if dck, and to recover more quickly if sick.

To grow and develop well in body, mind and spirit

(Other correct things mothers said that you can remember)

Show figure two:®" Ask: Why is breastfeeding best for babies and mothers?
Asthe group members have said, breastfeeding is very important for babies and
young children. That’ swhy it's so good that we breastfeed our children. God made
us so that we can provide our babies with afood that is perfect for them.
Breastmilk is the only food babies need for the first Sx months, giving them

everything they need.

Breastfeeding satisfies a baby’ s hunger and thirst.

Breastmilk provides a perfect balance of nutrients so babies can grow well,

keep warm, move and play.

Breastmilk provides specid disease protection eements that help a child get

sck less often, less severdly, and recover more quickly.

% Figureone: Hedlthy children.
37 Figure two: Mothers breastfeeding
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Breastfeeding can prevent a mother from becoming pregnant again too soon.
Breastfeeding can dow bleeding in a new mother, and can help her passthe
placenta more quickly after giving birth, reducing the dangers to the mother
from serious bleeding.

Breastfeeding is free — it does't cogt afamily anything.

Breastfeeding provides a child with its mother’ s warmth and love

(Other correct benefits of breastfeeding that the mothers have mentioned).

Show figurethree:®® Ask: What are some very good, nutritious foodsin our area

(Sofala)?

The most important food for babies and young children is breastmilk, so the
mother bresstfeeding her baby is shown in the center of the picture

When a child isready to eat other foodsin addition to breastmilk (at 6 months
of age) it istime to add good mixed porridges and nutritious mashed foods to
the child' s diet.

Some very good foods in our areainclude: maize, whole grains, broccali,
pumpkin, cassava, fish and beans. Children esting these foods are less likely
to be manourished.

Show figurefour®®: Ask: How can wetell our children are growing well?

It isvery important to take our children to be weighed and measured to make
sure they are growing well. 'Y oung babies need frequent growth monitoring,
and older babies ill need to be weighed regularly.

If children are not growing well, it is very important to try to find out why not,
and to follow the hedth worker’ s advice to remedy the problem. Otherwise,
the child may be in danger of seriousillness or degth.

Show figurefive®: In addition to growth monitoring what are other wayswe can
see that a child isgrowing well?

Other sgnsthat achild is growing well include bright shiny eyes, some fat on
the body (but no swdling). The child is content after feeding, is seldom sick,
and islivdly, active and playful.

Showflguresnx41 Ask: What does a malnourished child look like?

Explain that somewill be too thin, others too short, and others will have
swdling that makes them appeer fat.

A malnourished child does not have much energy to play, and gets Sick easly.
Tak about the difference between hedthy fat and swelling (swollen faces,
hands, feet, or swollen distended bellies are dl sgns of manutrition, NOT
sgns of good growth).

(Other correct signs that the mothers have mentioned).

38 Ei gure three: good foods for children
39 Fgure four: growth monitoring

0 Fgure five: Hedthy child

! Fgure six: manourished children
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Ask: What does a child need in addition to good feeding to grow and develop well?
Figure seven*?: Loving home: A loving and caring family, A dean, safe home, Safe
water, Encouragement to play and learn

Figure eight*® Hedlth care when sick

Figure nine** Protection from accidents and infection
Figureten®™ Vaccination to prevent many serious diseases

Also re-gate other correct things mothers have mentioned that children need.

Summary: Review man points with the group, using the flip chart.
Why is good feeding important for a child?

Why is breastfeeding best for babies?

How can wetell our children are growing well?

What are some nutritious foods in our area?

What more does a child need to grow and develop well?

aghhowbdE

Questions and Answers: Ask the mothers what questions or doubts they have about the
lesson. Discuss issues they are confused about. Also, tell them that they will be learning
more about the topics in the coming weeks. Next week we will be talking more about
breastfeeding.

Activity: Assumptions (thisis adapted from Assumptions activity, p. 49 in PD/Hearth Manual).
1. Ask group to list what they believe to be the main causes of manutrition. Write
these down if paper and markers are available.
2. Chdlenge the group to identify which causes are “assumed” and not necessarily
true.
If it has not aready been mentioned, ask the group to consider whether or not
arich child can become manourished.
Ask them to think about whether a poor child can be well nourished.
3. Discuss how nutritiona status is not necessarily directly related to economic
gatus.
People with more money may buy unhedthy treats, ingead of giving their
children good foods.
People who are poor may feed their families inexpensive foods that are very
nutritious.

Practice: Have mothers break into groups of two or three, and practice teaching each
other the main points from the flip chart.

2 Figure 7: Loving home:

43 Figure 8: Hedlth care

4 Figure 9: protection from accidents
“> Figure 10: vaccination
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. Lesson 2 Breastfeeding in thefirst sx months: colostrum, early initiation
of breastfeeding, optimal breastfeeding, over coming challenges

Reminder: At the beginning of each session:
Seat participants so that everyone can see everyone el se.
Wel come participants, introduce your self, and have everyone introduce themsel ves.
Thank the participants for helping with the program and encourage themin their efforts.
Explain that they are the most important link in the program.

During this lesson we will discuss

Why it isimportant to begin breastfeeding soon after giving birth.
Why babies only need breastmilk in the first Sx months of life.
Ways to solve some common breastfeeding difficulties.

Promoter: Questions for the mother leaders

How soon after giving birth do mothers here usually begin breastfeeding their
baby? Why do you think that is so?

Note: Take time to listen to the mothers and find out what they already know. Don’t
correct wrong answer s at this time. Thank the mothers for sharing fromtheir
experiences, and refer back to things they said as you present the lesson. Take care
not to embarrass anyone.

L esson:
Ask: When isthe best time to begin breastfeeding after giving birth? Ligten to the
mothers answers.
Then Show figure eleven*® and explain: Many mothers are surprised to learn that it
is best to begin breastfeeding as soon as possible after giving birth, within the first
thirty minutes. Some people have heard that they should wait longer, but now,
doctors, nurses, health care workers and mothers are dl learning that the sooner the
better. There are many reasons why it isimportant to breastfeed as soon as possble:
Breastfeeding hel ps the mother’ s womb contract to pass the placentaand to
reduce blood loss in the new mother.
Breastfeeding right away helps the child receive a specid kind of breastmilk,
cdled colostrum.
Breadtfeeding early and often encourages the mother’ s body to make more
milk, more quickly so that she will have a plentiful supply of milk for her
child.

¢ FHgure deven:  Give colostrum right away.
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Colostrum is especidly made for the newborn baby. It is specid milk that is
very nutritious.

Colostrum gives the baby energy and protein, to keep warm and grow, and
gives protection againg infections and illness.

Colostrum is very gentle to the baby’ s somach and easy to digest

Colostrum helps the baby pass the first bowd movements, which are avery
dark and sticky stool and prepares the baby’ s ssomach for regular breastmilk.

Ask: How often does a young baby need to eat? Listen to the answers the mothers
give. Then show them the pictures (Show figure twelve*’) and explain that ayoung
baby needs to eat very often to grow well. Its somach is very small and can’t hold a
lot of milk. Small babies need to eat very often, 10 to 12 timesin aday and a night.
This means that the young baby will be ready to eat every oneto three hours. Asthey
grow, they may go longer without getting hungry, but a three month old baby will

dill need to feed Sx or moretimesin aday and anight.

- Mothers should breastfeed a baby whenever it shows signs of hunger, and
should wake a baby up and encourage it to feed if it degps too long without
eding.

Mothers should make sure the baby empties the first breast well before giving
the second breast. Mother’s can rub their babies and talk to them, to
encourage them to keep eating.

(Other correct things about breastfeeding that the mothers have mentioned).

Ask: what food or drink should a newborn have?
Show figure thirteerf®®:
- The milk from amother’s breast is the only food or drink a newborn should

have, and the only food or drink it needs for the first 6 months of life.
God made breastmilk to be exactly right for babies. Breastmilk changes as
the child grows, to meet the child’s changing needs.
If ayoung baby (less than Sx months of age) is given any foods besdes
breastmilk, it can be dangerous, causing serious diarrhea and other illnesses.
Giving ayoung baby (lessthan sx months of age) water can fill up its
somach with water and it won't get enough milk to grow well. Also the
water may be impure and can causeiliness. It is best to give the young baby
only breastmilk when it ishungry or thirdy.
Sometimes specia traditiona herbal teas or foods are given to babies. But
we recommend giving ONLY breastmilk in the first 6 months. If a mother
wants her baby to receive specid herbs or foods the mother should drink the
teas and eat the specia foods hersdlf, and pass the benefits on to the baby
through her milk.

Ask: How can we tell if a baby is feeding well at the breast?

" Figure 12: Breastfead often, day and night
“8 Fgure 13: Give only mothers milk for 6 months
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Show figur e fourteen'™:

- The baby latches on well to the breast and the mother feds the baby’s mouth
pulling or tugging & the breast when it sucks, but feeding is not painful for the
mother..

The baby empties the first breast well before taking the second breest.
The baby looks satisfied and relaxed or deepy after feeding

Show figure fifteen®°Ask: Did you know that breastmilk is not always the
same? It isaways highly nutritious, but it changes during afeeding, to supply al
the babies' needs.

- Cologrumis specid milk for newborn babies; it isthick, very nourishing,
protects the child from illness, and hel ps the child to move its bowels.
Colostrum may be in many colors. ydlow or brown or white or even clear but
it isaways very hedthy for babies.

After afew daysthe milk changes and mothers breasts fed very full and
heavy. They have alot of milk inthem, and are dso swollen. Later on, when
this swelling and over-fullness has calmed mothers still are making alot of
milk for their babies.

At the beginning of afeeding the first milk to come out is high in water and
protein. Proteinisgood for building our bodies. Our bodies also need weter,
to satisfy thirgt and prevent dehydration and to keep hedthy. Breastmilk
provides dl the water achild needs. (Note: Sometimes a mother is surprised
when a child asks to breastfeed, but only feeds for a minute or two, then
does't want more milk. Perhaps the child was only thirsty, not hungry. The
first milk to come down out of the breast a afeeding is very good at
satisying third. It ismore watery and thin in gppearance than other milk, and
is cdled the foremilk or first milk.

A little later in the feeding, the second milk, which isawhole milk, with a
good mix of water, protein for growth, milk sugars for energy, and alittle
cream (fat, for energy and to keep the child warm). This milk looks whiter
and richer.

Thelast mil, or hind milk, isvery high in cream. Thismilk hepsachild gain
weight and grow well. All children need somefat in their diets, and
breastmilk suppliesthisfat in the perfect amounts for the young baby.

These changes in the milk are why it is so important that a baby empty at least
one breast very well during a feeding. Many babies will empty both breasts
during afeeding.

If the mother has an oversupply of breastmilk, it is better to empty one breast
very wdll than to feed the child at both breasts every feeding. The child may
be gassy and fussy, and not gaining weight well, in spite of the abundant milk
supply, because the child is getting a belly full of the lower fat milk, but not
enough cream.

9 Figure 14: Empty the breasts well
*0 Fgure fifteen: Foremilk, milk, and cream
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If the mother doesn’'t have a good supply of breastmilk she could feed until
the first breast feds empty, and then empty the second breast, then return to
the first breast. Thefirgt breast will have made some more milk and cream
while the baby fed at the second breast. Also, extra feeding will encourage
the mother’s milk supply to incresse.

Show figure sixteen: ! Ask: What are some problems mothers may have when
breastfeeding?

Explain that most breastfeeding problems have a solution, if a mother getsthe help
and advice she needs to solve the problem. Someone who knows and understands a
lot about breastfeeding should be able to help -- for example: an experienced mother,
older woman, community health worker, traditiona birth attendant, nurse or a doctor.
In the case of problems it isimportant to continue breastfeeding and seek help.

Some common chalengesinclude:
- Sorenipples
Low milk supply or sometimes, too much milk
Blocked milk flow and breast infections
Becoming pregnant again
Having more than one baby
Mother or baby are sick

1. Sorenipples are most often caused by the baby not latching on correctly. The
baby should be encouraged to open its mouth well and take alot of nippleinto its
mouth. If it ig7't latching well, it pinches the mother’ s breast so the milk doesn't
flow fregly, and causing pain for the mother.

2. Sorenipples can adso be caused by ayeadt infection. Thisis common in warm
moist climates. Bathe the nipples with clear water after breastfeeding, and dry
them gertly with aclean cloth. Thismay help them dear up. Sunshine on the
breast can dso help (just afew minutes). If thereis no improvement, and the skin
ispanful, seek hep: an antifunga cream may be needed from the dinic.

3. If amother hasalow milk supply she should be sure the baby empties her breasts
very well a each feeding, and should breastfeed more often. Thiswill hdp to
increase her supply within two or three days. Eating alittle more food and resting
more are dso hepful in increasing the milk supply. 1t isusudly best not to give
the baby other foods or liquids when trying to increase the milk supply. In serious
cases, seek medical advice.

4. If the mother has too much milk, or an overabundant milk supply, having the
child empty only one breast per feeding, can help to cam the milk supply, as well
as making sure the child receives the creamy hind milk. The mother can give
both breasts if the child needs more milk, being sure to empty the first breast fird.

5. Incaseof blocked milk flow and breast infections, sometimes this can be treated
a home, by using warm cloths and massage to remove the blockages. The mother
should continue breastfeeding frequently and rest in bed. If the blockages remain

®1 Figure sixteen: overcoming challenges to breastfeeding:
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for more than 24 hours, or if the mother isill and feverish, she should seek care at
the dlinic, and may need medication.

If the mother becomes pregnant again, her nipples will fed tender and sengitive,
and breastfeeding will be less comfortable.

Many people used to believe that it was necessary to wean the baby when the
mother became pregnant, but now we have learned that weaning can be
harmful or dangerous for ayoung child who is not old enough to et other
foods well.

If the mother decides to wean, she should do so gradualy and dowly while
encouraging the young child to learn to eat other nutritious foods -- rapid
weaning is not recommended.

To continue breastfeeding while pregnant, it is hepful if the mother can egt a
little extrafood, and rest more.

If the mother has other hedlth issues or complicationsin her pregnancy, she
should seek medica advice about breastfeeding while pregnant.

In most cases, the mother can continue to breastfeed and make good milk for
her baby, and thiswill not harm the mother, the nursing child, or the unborn
child.

It is even possible to continue to nurse the older baby dong side the new baby,
after it is born, without harm to ether child.

Mothers can dso make plenty of milk for twins or triplets.

If the mother or the baby become sick, in most casesit is best to continue
breastfeeding.

In certain illnesses, such as tuberculosis medica advice is needed, about the
risks of infection versus the risks of weaning, but in most illnesses in mother
or child it is best to keep breastfeeding.

Breastfeeding has specid dementsin it to prevent ilinessin the child and to
help the child get well quickly.

Breastfeeding d <0 lets the mother rest while she feeds her child, so she can
get wdl quickly.

Summary: Review main points with the group, using theflip chart.

S whNpE

When is the best time to begin breastfeeding after giving birth?
How often does a baby need mothers’ milk?

Why should a baby receive only breastmilk for the first 6 months?
How can we tell if a baby is feeding well at the breast?

How does breastmilk change during a feeding?

What can a mother do if she has problems breastfeeding?

Questions and Answers: Ask the mothers what questions or doubts they have about the
lesson. Discuss issues they are confused about. Tell them that next time we will be
talking more about breastfeeding and child feeding between ages 6 months and 24

months.

Practice: Myth and Truth Game: Insgtruct mothersto listen to the statement thet the
group leader will read and wait for a signa. Then the group can shout out “yes’ or “no”
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afterwards. Quickly make sure everyone understands the answer before moving on to the
next question, but don’'t embarrass anyone for giving the wrong answer.

Add some loca myths or misconceptions about breastfeeding to the list aswell. For
example in some places woman have heard that they cannot breastfeed when they are
angry, or that colostrum is bad.

Myth and Truth Game:

CoNo O~ WNE

It is best to begin breastfeeding right away after giving birth. (YES)

If amother has sore nipples she should stop breastfeeding. (NO)

Mothers can breastfeed even if they become pregnant. (YES)

Most bresstfeeding problems cannot be solved. (NO)

Sick children should continue to breastfeed. (YES)

Breastmilk contains everything a child needs for the first 9x months of life (YES)
Mothers should encourage the child to empty the breasts wdll (YES)

If the mother isill or tired she should rest and not give the child her breast (NO)
Giving other liquids or foods to a baby under Sx months of age can cause
diarrhea and poor growth. (YES).

10. God has given us a perfect food for babies— breastmilk. (YES).

Teach the group the new breastfeeding song.

Lesson 3. Child feeding between 6monthsto 24 months breastfeeding,
giving solid foods and active feeding.

a. Practice Preparing good porridges for babies and children and teach back
b. Holidic Lesson:

Reminder: At the beginning of each session:

Seat participants so that everyone can see everyone else.

Wel come participants, introduce your self, and have everyone introduce themsel ves.
Thank the participants for helping with the program and encourage themin their efforts.
Explain that they are the most important link in the program.

During this lesson we will discuss

Why isit important to continue breastfeeding for two years or longer?
When is a child ready for other foods in addition to breastmilk?

How can we prepare good porridges for young children?

How can we encourage young children to eat well?
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Promoter: Questions for the mother leaders

When a child isold enough to eat other foods and liquids, why isit important to
continue breastfeeding?
How can you tell when a child isready to start eating porridge?

Note: Take time to listen to the mothers and find out what they already know. Don’t
correct wrong answers at this time. Thank the mothers for sharing fromtheir
experiences, and refer back to things they said as you present the lesson. Take care
not to embarrass anyone.

L esson:

Show figure seventeen®%: Ask: What isthe most important food for young

children?
Breastmilk is the most important food for young children. It isthe only food
or drink babies need for the first Sx months of life, and it is ill the most
nutritious food for young children even when they begin egting other foods.
That iswhy mothers should bresstfeed babies first before feeding them
porridge.
That isdso why it is recommended that mothers breastfeed their children for
two years or longer.

Ask: How can you tell a child isready to eat foods in addition to breastmilk? How
do you begin offering foods to a child?
Around six months of age, children begin to show asign of readinessto est more
thlngsthanjust mother’ s milk.
They may be beginning to sit up on their own, and may be getting teeth.
They may be showing interest in whet the family is egting and trying to put
thingsin ther mouths.
They are old enough to control their tongues and swalow food without
choking onit.
(Other correct suggestions about feeding a child that the mothers have
mentioned).
What should the first porridgesfor achild belike? (Papinhasliquidas)
Show flgure eighteen®
Asababy isjust learning to eat, the first porridges will be thinner and soupier.
The porridges should have a base of whole grain, such as maize, oats, millet,
bulgur, or barley.
A vegetable such as pumpkin or sweet potatoes, that isrich in vitamins, and
easy to mash up well isagood addition to the first porridges.
Many mothers like to add some milk from their breasts to sweeten the
porridge and help the baby learn to like it, because of the familiar taste. It dso
makes the porridge more nutritious.

°2 Figure seventeen: Breastfeed the baby first before giving food.
°3 Fgure eighteen: First porridge: enriched papinha liquida
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How should a mother begin teaching her baby to eat?
- Prepare asmple, thin porridge such as one made of oats, pumpkin, and

breastmilk.
Breastfeed the baby before offering food.
Sit the baby on the mother’ slap, and offer afew tastes of porridge.
Do not force the baby to eat, make feeding a happy, loving time.
At firg give the baby enriched porridge one time aday, and gradualy increase
to two times a day.
Encourage the baby to take more porridge, and to learn to eat well.
Gradualy make the porridges thicker and encourage the baby to eat alarger
portion.
Begin to offer the baby 1 plate of mashed foods shared from the family dish
for one med, and 2 medls of enriched porridges.
Continue to breastfeed first before feeding the child. Breastmilk is dill the
mogt nutritious and perfect food for young children, even when they are egting
other foods.

Show figure nineteer®: Ask: What should the food for an older baby be like?
Asababy grows and learns to eat well, they will begin to eat more foods.
A child of nine months may be reedy to share the family dish 2 times aday
(while being helped to egt) to continue to eat enriched porridges 2 times aday
as snacks. The child should il breastfeed before egting.
Show figur e twenty>°:

- A child between 1 year and 2 years of age will beginto eat 5timesaday — 3
mesls (from the family dish) and two snacks of enriched porridge, while
continuing to be breastfed.

The child should continue to breastfeed up to two years of age or longer.
The young child's somach is small, and is not able to hold alarge quantity of
food a onetime. Thisiswhy the child needs to eat frequently in order to
grow well.

Show figure twenty one®® What are some healthy foods for children in our area?

- Somevery good foodsin our areainclude: maize, whole grains, broccali,
pumpkin, cassava, fish and beans. Children eating these foods are less likely
to be manourished.
Whoale gransinclude maize, oats, millet, bulgur, or barley.
Protein foods include fish and beans, dso: ground nuts, seeds or nuts (sesame
seeds, pumpkin seeds, amonds, ground nuts, or other nutritious seeds and
nuts), legumes (any beans, cowpess, pigeon pess, lentils) liver, kidney, mests,
cheese or eggs.

>4 Figure nineteen: food for ababy who is learning to eat (about 9 months old)
> Figure twenty: food for ababy who has learned to eat well:
%6 Figure twenty one: healthy foods
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Vegetables: Broccoli and pumpkin, aso: sweet potato, kale, spinach, collards,
turnip greens, cassava, tomatoes and tomato paste, pam hearts

Molasses, tomato paste and cocoa aso are nutritious and may be added to
some foods or drinks to make them taste good so the child will eat well and
have a good appetite.

What are some good recipes for enriched porridges?

The porridges should have a base of whole grains, such as maize, oats, mill«t,
bulgur, or barley.

The porridges should provide orange or green vegetables with Vitamin A

The porridges should provide protein rich foods, such asfish or beans.

The porridges should contain some oils or fats (gordura) from seeds or ground
nuts, or added ails. If oils are available — 1 teaspoon of oil added to the child's
portion of porridge.

Remember to include avariety of nutritious foods. Sometimesit helps
mothers to remember about variety to tell them about a colored bowl: Put
foods of many colorsin the child’s bowl.

Show figure twenty two:>" Hereis one recipe for a good first porridge: oats, pumpkin,
and mothers milk, with a little boiled water if needed to make it thin enough for a child
who isjust learning to eat.

Be sure to mash everything until it isvery soft, asif it has aready been
chewed.
The porridge should have a base of whole grain such as maize, oats, millet,
bulgur, or barley
A vegetable such as pumpkin or sweet potatoes, that isrich in vitamins, and easy
to mash wdll, isa good addition.
Many mothers like to squeeze milk from their breasts into the first porridge to add
protein and nutrition, and to make the porridge taste sweeter and more familiar to
the child.
Something with protein, such as lentils or beans, or ground nuts could be added.
Sit the child on the mother’ slgp and give ataste of porridge.
Make feeding aloving, happy time.

Figure twenty three °®: enriched porridge of maize, pumpkin, and beans and
groundnuts

Figure twenty four®®: enriched porridge of maize, fish, and greens, with a little il
Figur e twenty five®: enriched porridge of oats, broccoli, and ground sesame seeds

57 Figure twenty two: good enriched porridges

°8 Figure 23: enriched porridge of maize, pumpkin, beans, and groundnuts
%9 Figure 24: enriched porridge of maize, fish, and greens

%0 Figure 25: enriched porridge of oats, broccoli, and ground sesame seeds
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Noteto loca FHI staff: These porridge recipes should be prepared localy, and tested to be
sure they produce agood portion Size to nutrient ratio. A small child cannot eat alarge
volume of food. These porridges can be adapted to rehabilitate malnourished children as
well. If they are used for rehabilitation foods make sure the recipes contain 600-900
Calories, 20-26 grams of Protein, and 500 U or more of Vitamin A in aportion thet is
appropriate for asmdl child (no more than 2 measuring cups of food or 4 smal teacups or
other loca household measurement).

Summary: Review main points with the group, using the flip chart.
1. What is the most important food for young children?
2. How do you begin offering foods to a child?
3 How should a mother begin teaching her baby to eat?
4. What should the food for an older baby be like?
5. What are some healthy foods for children in our area?
6. What are some good recipes for enriched porridges?

Questions and Answers: Ask the mothers what questions or doubts they have about the
lesson. Discuss issues they are confused about. Also, tdll them that they will continue
learning more in the coming weeks. Tl them that next week we will be talking about
diarrhea, and about feeding a child during and after anillness,

Practice: Asagroup, prepare and taste some enriched porridges. While the porridges are
cooking, have mothers break into groups of two or three, and practice teaching each other
the main points from the flip chart.

IV.  Lesson4: When achild issick: danger signs, liquidsand food for a child
during and after an illness (such asdiarrhea)

a. Practice: Practice identifying danger Sgns, preparing and tasting home
available fluids, and teach back.
b. Holigic Lesson:

Reminder: At the beginning of each session:
Seat participants so that everyone can see everyone el se.
Wel come participants, introduce your self, and have everyone introduce themsel ves.
Thank the participants for helping with the program and encourage themin their efforts.
Explain that they are the most important link in the program.

During this lesson we will talk about:
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Determining when an iliness with diarrhea has become an emergency

Treating Smple diarrheaa home

Good fluids for tregting diarrhea a home

Getting sick children to eat and drink more during and after an illness such as diarrhea
Praying for the sck

Promoter: Questions for the mother leaders

Review of Lesson 3
What are some good enriched porridges for children to eat from age 6
months and upwar ds?
Why is breastmilk so important for children?
What are some very nutritious foodsin our area that can help prevent
malnutrition in our children?
Other (from bible lesson)

Discussion of local methods

AsK participants. What do people in your community believe causes diarrhea?
Which of these beiefs are true and which are not true (discuss each belief)
How do peoplein your community usudly treat a child who issck with
diarrhea?

Which of these practices do you think is hdpful ?

Note: Take time to listen to the mothers and find out what they already know. Don't
correct wrong answers at this time. Thank the mothers for sharing from their
experiences, and refer back to things they said as you present the lesson. Take care
not to embarrass anyone.

L esson:

Show figure twenty six®*: How can we tell when an illnesswith diarrhea has

become an emergency?

=  Smplediarhea can usudly be trested in the home.

= Sometimes diarrhea becomes serious — when it becomes an emergency the child
must be taken immediatdy to the hospitd, to prevent death from dehydration and
illness

=  Weshould learn the danger signs so that we can recognize when diarrhea has
become an emergency.

= Because every year millions of children die from diarrhealit is very important to
teach maothersin the community how to determine how seriousill their children
are.

Evaluating key signsand symptoms:

®1 Figure 26 Take the child immediately to the hospital: Use an IMCI graphic (or adapted
graphic) on diarrhea and danger Ssgns
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CHECK FOR GENERAL DANGER SIGNS:

ASK:

1. Is the child unable to drink or breastfeed at all?

2. Does the child vomit everything?

3. Has the child had convulsions?

4. Has the child had blood in the stool?

LOOK:
1. See if the child is lethargic or unconscious
2. See if the child has signs of dehydration

Key Message

A child with any of these danger signs needs urgent
medical attention. Take immediately to the hospital.

MENSAGEM CHAVE

Uma crianca que tenha sinais de perigo, acima
descritos, esta com doenca grave. Leve a sua crianca
iImediatamente a Unidade Sanitaria mais proxima
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Evaluating Dehydration:

Severe dehydration

These are Sgns of sever e dehydration (if any two of these are present):

lethargy or unconsciousness

sunken eyes

skin pinch goes back very dowly (2 seconds or more)
not able to drink or drinks poorly.

Severe dehydration is a danger sign. A child with any
of these danger signs needs urgent medical attention.
Take immediately to the hospital.

Some dehvydration

If the child hastwo or more of the following signs, the child has some dehydr ation:

- restlessnessirritability

- thirsty and drinks eagerly

- sunken eyes

- skin pinch goes back dowly.

This should be adapted to Mozambique' s IMCI protocols. I'm suggesting they learn
danger signs, and signs of dehydration. Use the graphics that come with Mozambique' s
IMCI protocols. Use the community IMCI materids. Thank you!

Show figure twenty seven:®? Bloody diarrhea: thisisan emergency
If you see blood aong with diarrhea -- thisisadanger Sgn
The child must be taken immediately to the hospital

Show figure twenty eight:®® Child will not eat or drink: thisisan emergency

®2 Figure 27: Bloody diarrhea: emergency
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If the child istoo weak or Sick to et or drink -- thisisadanger Sgn
If the breastfed child refuses mothers milk — thisis adanger Sgn
The child mugt be taken immediately to the hospital

Show figure twenty nine:®* Child is weak, lethargic or won't wake up: thisisan
emergency

If the child has no energy, and is very wesk — thisisadanger Sgn

If the child doesn't move, or won't wake up — thisisadanger Sgn

If the child has fainted or is unconscious — thisis a danger Sgn

The child must be taken immediately to the hospita

Show figure thirty:® Diarrhea persists for 2 weeks: thisis an emergency
If diarrhea continues for two weeks, that istoo long — thisisa danger Sgn
The child may lose too much weight or become dehydrated
Diarrhea has become an emergency because it has gone on for two weeks.
It isimportant to seek care for the child if diarrhea goes on for two weeks.

If the danger signswe just discussed are not present, most cases of smple diarrhea
can be treated in the home Show figure 31%°
No medicine is needed for smple diarrhea
Give the child alot of liquids and encourage the child to est.
Givethe child extra hugs, atention and love.
Pray for him or her and teach him /her to pray to the Lord for heding.
ASK: Why isit important to give a lot of liquid to a child who is sick with
diarrhea?
- Good home liquids will help a child with many illnesses, such as colds and
pneumonia, as well as diarrhea and vomiting, to recover quickly.
Liquids are especidly important when a child is losng fluids from its body by
diarrhea.or vomiting. Dehydration (drying out) can be very dangerous and can
cause death in smdl children so it is very important to replace the fluids they are
losng.
(Other correct suggestions about giving liquids that the mothers have mentioned).
Show figure 32°”. When a baby who is under 6 months of age has diarrhea, what
should it be given to drink? I deally, Some group members will answer “ mother’ smilk”.
Say, “ That’sright; breastmilk isthe only food or liquid young babies need even when
they areill.”
The baby less than sx months of age should be given only breastmilk.
The mother should offer the breast more often than usual, and keep on feeding
even when the baby has vomiting and diarrhea.

®3 Figure 28: Child will not eat or drink: emergency

® Figure 29: Child isweak, lethargic or won't wake up: emergency

® Figure 30: Diarrhea persists for 2 weeks. emergency

® Figure 31: Smple diarrhea can be treated in the home without medicine.

®7 Figure 32: Puro Pecho (only the breast) is all the baby needs until 6 months.
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Even if the baby isjust thirsty (not hungry) and wants to breastfeed for afew

minutes, breastmilk is best for satisfying itsthird.

Its fine to breagtfeed in smal amounts very often if that iswhat the sick baby

wants, even 5 times in one hour

Mother’s milk is very gentle to the baby’s somach and will help the baby to get

well quickly, providing the baby with amother’ s love and warmth, food, liquid,

and “medicing’ dl a the sametime. God has made mother’ s milk to be a perfect

food for the young child.

Watch the baby carefully to see that the baby is urinating normally, and not

getting dehydrated. Encourage the baby to breastfeed more often if it is not

urinaing normdlly.

If the young baby will not breastfeed or shows other danger signs that we just

discussd, thisis not Smple diarrhea— it is an emergency, and the baby must go

to the hospitd immediately.

Figure 33 ®® What should a baby older than six months of age be given when it has
diarrhea?
- Some babies may not be very interested in egting or drinking when they are sick,

epecidly if they are till beginning to learn to eat papinhas and other foods, but

they may be very glad to breastfed. Being in mother’ s arms and receiving her

milk is very comforting, and aso gives good liquids and food.

If ayoung baby (6 to 9 months old) refuses other foods and liquids, it can be

breastfed, but must breastfeed more often than usud, to receive enough milk.

Try to encourage the child to take good home liquids, papinhas liquidas and other

foods. Encourage the child to drink and eat as much or even more than usud.

Sweetening the liquids and food with molasses or another sweetener may

encourage the child to take more.

Some mothers may have heard that children who areill should not eat alot. We

now know that thisis not true, it is best for children to keep esting and drinking so

they will be strong and get well quickly, to prevent dehydration (which is

dangerous), and to keep the child from losing weight and becoming week.

Show figure 34%%: Ask: What are some good fluids for a child who is sick with
diarrhea?
Moather’smilk
Papinhas liquidas
Coconut water
Rice water.
Juice (Sumo)
Ora Rehydration Solution

Show figure 35: ™ Encourage the child to eat.

®8 Figure 33: Older babies need breastmilk, foods, and liquids.
%9 Figure 34: Good home liquids.
0 Figure 35: Encourage the child to et
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A sick child may have little appetite, but it isimportant to encourage the child to
eat so that they don’t become very weak or lose too much weight.
- Some mothersfind that preparing specid or favorite foods will be hepful in
encouraging the child to eat something.
Sometimes it can be help to add alittle ail to the child’s meds and snacks to
increase the amount of energy the child will receive, even if he or she only
eats afew bites. This makes the food more enriched or calorie dense.
A sck child may enjoy sweseter foods than usual. For example, porridge can
be sweetened with mashed fruit such as bananas, or sweet potatoes, and alittle
molasses
Some mothers find that purchasing foods such as biscuits can encourage asick
child to eat more,
Encourage the child to eat, St with the child and feed it if necessary. Show
lots of love and affection to make feeding time a happy time.

Feedlng a child after an illness Show figure thirty six:’
After anillnessit is very important to give extrafood for severa weeksto
help the child regain its strength, and to regain weight lost when the child's
appetite was poor.
If the child does not et extrafood after an illness, he or sheis more likely to
becomeill again very soon, and to be at risk for manutrition.
After achild has diarrhes, feed the child an extramed aday for at leest a
week to help the child regain weight that has been log.
Figure 37"%: Encourage the child to eat, sit with the child and feed it if necessary.
- Show lots of love and affection to make feeding time a happy time.
Figure 38"%: Give specid or favorite foods to help the child eat and regain agood
appetite.
Give the child extra hugs, attention and love. Pray for him or her and teach
him /her to pray to the Lord for heding.
Show Figure 394 Help the child become strong again. Doing these thingswill help
the child become strong again, and less likely to become sick again very soon.

Summary: Review main points with the group, usng the flip chart.

1. How can wetdl when an illness with diarrhea has become an emergency?

2. Wha should ayounger than six months of age be given when he or she has diarrhea?

3. What should a child older than six months of age be given when he or she has
diarrhea?

4. Why should a child receive an extramed for at least aweek, after an illness?

Questions and Answers: Ask the mothers what questions or doubts they have about the

lesson. Discussissues they are confused about. Also, tdll them that they will continue

"L Figure 36: A child needs an extramed every day for aweek after being ill.
"2 Figure 37: Encourage the child to est

"3 Figure 38: Give specid or favorite foods

4 Figure 39: Help the child become strong again.
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learning more in the coming weeks. Tell them that next week we will be talking about

good hygiene to prevent illness.

Practice: Asagroup, wash handsfirgt, then prepare and taste some home fluids, also
practice preparing and taste ORS if available. Review danger signs, and learn them by
memory. Have mothers break into groups of two or three and practice teaching each other
the main points from the flip chart.

V. Lesson 5: Good Hygieneto prevent iliness. hand washing, clean water,
waste disposal, food preparation, food storage
a. Practice Hand washing — mothers and children, Prepare clean water.
Teach back.
b. Holigic Lesson:

Reminder: At the beginning of each session:
Seat participants so that everyone can see everyone else.
Wel come participants, introduce your self, and have everyone introduce themsel ves.
Thank the participants for helping with the program and encourage themin their efforts.
Explain that they are the most important link in the program.

Durlng this lesson we will talk about:

Preventing diarrhea
Hand-washing and bathing
Preparing clean water

Safe food preparation and storage
Safe disposd of wastes

Promoter: Questions for the mother leaders

Review of Lesson 4
What are some signsthat diarrhea has become an emergency?
Why isit important to give a lot of fluidsto children when they have
diarrhea?
What else should we do to care for children at home when they have
diarrhea?
How can we help children become strong again after they have been sick?

Discussion of local methods

Ask participants: Whet do peoplein your community believe causes diarrhea?
Which of these beliefs are true and which are not true (discuss each belief)

Note: Take timeto listen to the mothers and find out what they already know. Don’'t
correct wrong answers at this time. Thank the mothers for sharing from their
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experiences, and refer back to things they said as you present the lesson. Take care
not to embarrass anyone.

L esson:

Show figureforty’®: Diarrhea is most often caused by eating or drinking things

that are contaminated with feces.

- Theamount of fecesisusudly so amdl that you can't seeit, but it is enough
to make someone sick. Babies and young children don't have very strong
somach, so it is easiest for them to get sick from dirty hands or foods and
liquidsthat are contaminated with feces. But it can make anyone sick.
Feces can get into water in ponds or rivers, or an uncovered container of
water.
Feces can get on food and water from flies that have been on feces.
Show flgure forty one’®Feces may bein the dirt where children are playing.
Y oung children dways put their handsin their mouths, so feces get into their
mouths that Way.
Showflgureforty two’’

It may be hard to bdlieve that something you can't see can make you sick, but
remember when you put poisons on an arrow, you can't see the poison but it
will kill an animd.
It' saso like when you cut onions or garlic or fish, if you wipe your hand off
after, the amd| is dill on your hands, even if you can't see anything on your
hands.

Ask: How can we keep our food and water clean? What can we do to keep feces
from getting into our children’s mouths and stomachs and making them sick with
diarrhea?

Figureforty three”® Aswe have been discussing, a baby less than six months of age
should be given onIy breastmilk. How does giving only breastmilk help to reduce
diarrhea in babies under six months of age? Can feces get into a mother’s milk?

NO! Mother’smilk isaways clean
Breast milk inside the mother’ s breast is dways clean
It doesn’'t spail or go bad
It can’t cause diarrhea

Figure forty four’®: Hand washing isimportant
Hand washing has been shown to decrease diarrhea and to decrease child death

"> Figure 40: Flies on feces, then flies on food.

" Figure 41; Eating with dirty hands

" Figure 42: Woman changing a dirty diaper, then preparing food
'8 Figure 43: Mother’ s milk is dways clean.

"9 Figure 44: Hand washing isimportant
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Even when hands ook clean they may have a tiny amount of feces on them.

Figure forty five®®: Say: Clean drinking water is very important to prevent diarrhea.
How can we get clean water?
Y ou can filter out visble dirt and particles through a clean cloth, but the water Hill is
not clean and safe to drink.
Feces may bein the water even though you can't seeit. It is easy for fecesto wash
into our wells, ponds, and rivers.
Thetiny germs from feces must be killed to make the weater safe to drink.
We can sanitize our drinking water by adding five drops of bleach (Jave or Jk) to a
liter of water, and letting it St for 20 minutes.
Or, we can sanitize our drinking water by boiling it. Some people like to do this by
putting a pot of water on the cooking fire to bail, right after cooking amed. Thisisa
good way to save firewood (lenha)
After sanitizing our drinking water we should cover it so flies don’t contaminate it
agan.
Water that is not boiled or treated like this can make people sick. It is especialy
important that young children are given breastmilk, or liquids made with boiled or
treated water.
Some adults think they don’t need to drink clean drinking water. B, if they Sart
drinking it, they are often surprised to find that they fed better and get Sck less often.

Figure forty six®%: Why should food be covered after cooking, and only be kept for
24 hours after cooking?
- We cover the food to keep flies from making it dirty with feces.

In the same way that tiny germs or bacteriain feces can cause diarrhea, other
germs from the air can grow in food if it isleft too long after cooking, The germs
spoail the food and can cause diarrhea.

The food may not appear to be spoiled but can cause seriousillness.

Children can become very ill from eating food thet istoo old.

Adults aso can become very ill from esting old or spoiled foods.
Itis best to prepare only the amount of food you can usein one day. Cover food and only
keep for 24 hours

Figure forty saverf?: Why should we use a latrine, or dig a hole and bury feces?
These are both good ways of making sure the feces are covered so they don't
get on our children’s hands and into their mouths.

It keeps flies from getting on the feces, and then getting the feces into our
food and water.

80 Fgure 45: Sanitize water
81 Figure 46: Cover food and only keep for 24 hours
82 Figure 47: Use alatrine, or dig ahole and cover feces
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Burying waste can dso hdp keep rain from washing the feces into the river or
pond.

Flgure forty eight®3: Why should we keep animals out of the house?
Animals may use the bathroom in the house.
Animas may dso wak through feces and bring them into the house on their feet.
Then smdl children crawl in the feces. Then, they put their handsin their mouths and
become sick with diarrhea.

Hand washing is very important. Good hand washing has been shown to decrease
diarrhea and Chl|d death. When are the times we should wash our hands?

Figure forty nine®*: After using the bathroom.

Figure fifty®: After deaning up ayoung child after they have used the bathroom.

Figure fifty one®: After deaning anose.

Figurefifty two87 After touching anything dirty.

Figure fifty three®® Before preparing foods.

Figure fifty four®® Before eating or feeding children.

Seeif the group can remember when to wash hands — tdll them there are 4 “afters” and 2
“befores’ to help them remember dl thetimes. Let them look at the flip chart at firdt,
and then seeif they can remember without looking.

Summary: Review main points with the group, using the flip chart.

1. Preventing diarrhea by preventing contamination with feces

2. Hand-washing

3. Preparing clean water

4. Sdafefood preparation and storage

5. Safedisposa of wastes
Questions and Answers: Ask the mothers what questions or doubts they have about the
lesson. Discussissues they are confused about. Also, tdll them that they will continue
learning more in the coming weeks. Tell them that next week we will be talking about
good hygieneto prevent illness.

Practice: Asagroup, practice washing mothers and children’ s hands. Have mothers
break into groups of two or three and practice teaching each other the main points from
the flip chart.

83 Fgure 48: Kegp animds out of the house

84 Figure 49: After using the bathroom.

8 Hgure 50: After cleaning up ayoung child after they have used the bathroom.
8 Fgure 51 After cleaning anose

87 Fgure 52: After touching anything dirty

8 Fgure 53: Before preparing foods.

8 Fgure 54: Before edting or feeding children.
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Alternative Practice: Sanitize water by putting 5 drops of bleach into one liter of water
and letting it 9t for 20 minutes. Taste the water. Compare the taste of boiled water and
water with bleach and see what they like best. Have mothers break into groups of two or
three and practice teaching each other the main points from the flip chart.

VI.  Lesson 6: Good nutrition for the family: pregnant and nursing mothers,
children age 2 to 5 years, and the whole family
a. Practicer Practice planning some balanced menus, and teach back
b. Holidic Lesson:

Reminder: At the beginning of each session:
Seat participants so that everyone can see everyone el se.
Wel come participants, introduce your self, and have everyone introduce themsel ves.
Thank the participants for helping with the program and encourage themin their efforts.
Explain that they are the most important link in the program.

During this lesson we will talk about:

Good nutrition for pregnant and breastfeeding mothers

Good feeding for children ages 2 to 5 years
Good foods for the whole family

Promoter: Questions for the mother leaders

Review of Lesson 5

1. What causes diarrhea?

2. Hand-washing

3. Preparing clean water

4. Safefood preparation and storage

5. Safedigposa of wastes

Discussion of local methods
Ask participants. What do people in your community believe are good foods
for pregnant women and new mothers? What foods do people believe
pregnant women or new mothers should not eat?
Which of these beliefs are true and which are not true? (discuss each bdief)

Note: Take timeto listen to the mothers and find out what they already know. Don’t
correct wrong answers at this time. Thank the mothers for sharing fromtheir
experiences, and refer back to things they said as you present the lesson. Take care
not to embarrass anyone.

L esson:
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Show figure fifty five®: Pregnant women and breastfeeding motherswill be
healthier, and their babieswill grow better if they can eat morefood: an extra
meal or nutritious snack every day.
Eat more food:
Some people have believed that pregnant women don’t need more food
because they may not fed hungry. But, just as we should try hard to get asick
child to eat, a pregnant woman should try hard to et even if sheisnot
hungry.
Nursing mothers and pregnant women will be stronger, get sick less often, and
will have stronger babies if they can eat alittle more food than usud.
Try to eat an extramed or nutritious snack every day. Some mothers save and
cover aplate of food from ameal they have cooked to edt later as an extra
med.
Especidly if awoman isthin and wesk, it isimportant to try to eat more food,
even if her gppetite is not good
Asthe pregnant or nurang mother gets stronger and hedlthier, her appetite
will improve.
Eat healthy foods:
The same foods that we talked about that are very hedthy for babies are very
nutritious for mothers (and the whole family).
Maize and whole grains, broccoli, fish, beans, cassava, pumpkin, tomatoes,
and eggs are excdlent foods in this area.
Other very good things are greens and green vegetables, sweet potatoes and
carrots, ground nuts, seeds, lentils, peas, and organ meats.
Show figure fifty six®
Drink safe water:
Mothers should dso try to drink plenty of safe, boiled or sanitized water, or
other good liquids (such as coconut water, cha, sumo, €tc.)
Putting 5 drops of bleach (Javik or JK) into one liter of water and letting it St
for 20 minutes will sanitize the water.
Some mothers get Sck if they don't drink enough liquids.
The liquid is dso important for the unborn baby, and for making plenty of
breastmilk.
Drinking enough liquid aso helps to prevent congtipation in mothers.
Show flgure fifty seven
Take iron supplements:
It is dso recommended to take an iron supplement during pregnancy and
during the first 6 weeks after giving birth.
Taking iron prevents or treats anemiain the mother. Anemiamakes women
fed tired and wesak.

9 Figure 55: Eat one extramed aday: Show a pregnant woman esting amedl, and
around her or below her, pictures of four meds

%1 Figure 56: Drink sanitized drinking water

92 Figure 57: Take an iron supplement
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Iron supplements prevent anemiain the mother and providesiron to the
unborn baby, and to the nurang baby through mothers milk.
Show figure fifty eight®®
Rest more:
- Pregnant mothers and new mothers should try to rest more than usud, at least
for afew minutes one or more times a day.
Also, awoman who is having trouble making enough breastmilk can benefit
from regting a bit more than usud, esting and drinking well, and offering the
breast very frequently to her baby. Her milk supply will increasein just afew

days by doing this.

Show figure fifty nine:% What do children between two and five years of age need
to eat?
Young children need 3 meals and 2 snacks
Y oung children between 2 and 5 years of age will need to keep eating three meds
aday and two snacks aday.
Their bellies are growing, so they can eat more food, but they ill need to eat
often to grow well and be strong and hedlthy.
As children gradudly learn to chew better, their food does not need to be mashed
up as much, but even athree year old child does not chew very well, and gets
more nutrition if food is cooked soft of mashed o that they don't require much
chewing. Nuts and seeds should be ground up, or pounded, or chopped for the
same reason.
Cuitting the food in amdl pieces, or mashing it dso helps prevent chokingin a
young child who does not chew itsfood well yet.

Flgure sixty:>® Cover food to save for a snack
Some mothers save some food from the previous medl, cover it well to keep flies
away, and give the plate of food to the young child as a snack between medls.
Groundnuts and fruit such as coconut or papaya would be a good snack for an
older child.
What are some other nutritious foods in our area that would be a good snack for a
child?

Figure sixty one®®: Enriched porridge
Many mothers continue to give enriched porridges to the children as a snack or
medl.

Figure sixty two®’: Give clean water

%3 Figure 58: Get more rest

9 Figure 59: Y oung children need 3 medls and 2 snacks
% Figure 60: Cover food to save for a snack

% Figure 61: Enriched porridge

% Figure 62: Give clean water
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Y oung children should aso be given clean water, and other liquids made with
clean water, or juice.

Bail or sanitize drinking water (with chlorine bleach or Javel (Jk) — 5 drops of
grong bleach in aliter of drinking water).

Figure sixty three®®: Give mashed foods or small pieces of food

- Aschildren learn to chew better, their food does not need to be mashed up as
much, but even athree year old child does not chew very well yet.
The child gets more nutrition if food is cooked soft or mashed for easy chewing.
Nuts and seeds should be ground up, or pounded, or chopped for the same reason.
Cutting the food in smd| pieces, or mashing it aso helps prevent choking in a
young child who does not chew its food well yet.

Figure sixty four®®: Wash hands
Remember to help children to wash their hands before they eat med's and snacks,
and after going to the bathroom.

Good nutrition for the whole family.
The same foods that are good for babies, young children, and mothers are dso very
good for older children, adults, and elderly people.
Wewill be learning about different food groups. we need to eat foods from each
group to have hedlthy bodies. A varied diet is best: it isgood to be eating alot of
different nutritious foods — not just the same thing every day. A colorful diet is good,
too. Natural foods of bright or dark colors are often the most nutritious. For example,
dark green vegetables and bright orange pumpkins have alot of vitamins.
Many foods contain severd different kinds of nutrients. We will talk about large
nutrients such as Grains, Proteins, Fruits and Vegetables, and Oils (gordura). We will
dso tak alittle bit about smdler nutrients such as vitamins and other smdl nutrients
(aso cdled micronutrients) such asiron. Some people find it confusing when afood
appearsin severd different ligts, but that is normal. For example, organ meets provide
protein, dso Vitamin A, and aso iron while nuts and seeds provide both protein and
ol
Fresh, home cooked foods are generally more nutritious than any packaged foods,
such as crackers, packaged soups, chips or sodas. Packaged foods usudly are
expensve aswdl. If they are used at dl, it should be seldom, perhaps as a specid
treat to encourage a child or person with no gppetite to eat something. But they do
not have as much nutrition as fresh, home cooked foods, so they should not be used
very often.

00

Figuresixty five'® Show the food square.

%8 Figure 63: Give mashed foods or small pieces of food

% Fgure 64: Wash hands

190 Figure 65: Food square: Breastfeeding mother in center, Grains, Proteins, Fruits
and Vegetables, Oils
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1. How doesfood give us energy to work and play, make us grow, and keep us strong?

G

RAINYS)
God has given us many good foods, and they contain everything we need to have
good nutrition.
One very important group of foods is GRAINS. These foods give us the energy
we need to work and play and to keep our bodieswarm. Maize, Maize flour, oats,
millet, bulgur, and barley are very good localy available grains.
We usudly edt grains a every meal. Grain based, enriched porridge are very good
snacks aswell.

2. What foods do children need to grow? What foods build strong muscles?

(P

ROTEIN)
Protein foods are very important for growth. Children need protein to grow strong
bodies, and smart brains.
Breastmilk provides good protein for young children.
Fish, beans and eggs are excd lent sources of protein in our area. Other good
protein foods include seeds and nuts (ground nuts, sesame seeds, pumpkin seeds,
amonds, and others), legumes (beans, lentils and peas such as cowpeas and
pigeon peas. Organ mests such as kidney and liver are dso excellent sources of
protein, as are other meats (fish, chicken, beef, pork, goat, and so on). Eggsand
dairy products such as cheese dso have plenty of protein.
Some people think that only meeat and fish are good proteins, but many
inexpensive foods such as beans and groundnuts aso contain plenty of protein.
All people need to eat some protein food every day at least a couple of timesa
day. It isbest to include allittle protein food in the young child’ s dish a every
medl and snack.

3. What foods do children and adults need to be healthy? What foods help prevent
infection and illness? (Fruits and Vegetables)

Vitamin A foods are especidly important foods for good hedth and for
preventing infection and illness.

Breagmilk contains vitamin A (aswell asdl the nutrients a young child under 6
months of age needs to grow well). But, asthe baby grows older it aso needsto
receive Vitamin A from food.

Broccoli and pumpkin are two very good vitamin A foodsin our area. They are
rich in vitamins and many other nutrients. Children who eat these foods are less
likely to become manourished or ill.

Other good sources of vitamin A include sweet potato, kae, spinach, collards, and
turnip greens.

Organ mests (kidney and liver) aso contain vitamin A. Our bodies and the
bodies of animds store vitamin A in the organs, which iswhy organ meats are a
good source of vitamin A. They aso contain other nutrients, such as protein.

It is best to eat avitamin A food &t least once aday.

Vitamin A helps prevent infection, and helps the Sick recover more quickly from
infections,
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Vitamin A aso helps keep the eyes and skin hedthy, as well asthe ligaments that
connect our bones.
If achild does not receive enough vitamin A it may have eye problems, may lose
itseyesght. Children with vitamin A deficiency dso becomeill frequently, and
are a greater risk of dying fromillness.
What are some other foods that are rich in other vitamins? Broccoli, pumpkin,
tomatoes, tomato paste, sweet potatoes, cassava, pdm hearts, mango, avocado,
banana, other locd fruits and vegetables (only mention fruits or vegetables thet are
avalablelocdly).

4. What foods also give us energy, but are only needed in small amounts? (OILS-—

GORDURA)

- Wehave said that we need to eat grains, to have energy to move, work, and play,
and keep our bodieswarm. We aso need to et alittle bit of oil, or foods that are
richinoils
Everyone needs a amdl amount of ail or fat in ther diet, everyday.

We don't need alarge amount of oil. Some people have heard thet if they give
their children ail, they will gain weight better. They think, “if asmdl amount of

oil isgood, alarge amount is better”. But, that isincorrect. Too much oil can

give achild diarrhea or loose stools.

Excdlent sources of ail include ground nuts, amonds, sesame seeds,
pumpkinseeds, and other seeds and nuts. It is best to pound them, or grind them
up into a powder so that they can be easily added to foods. This makes them easy
to digest. If they areleft whole, children will not chew them well, and they will
pass through the child’ s body, undigested. Sometimes adults, and older people
don’'t chew well ether.

Vegetable oils are another good source of ail. A teaspoon of oil can be added to a
child’s bowl! of porridge to give more energy and to help the child grow well. Oil
can also be added to the cooking pot.

If vegetable oils are not available in your community, don’'t worry. Y ou can use
ground up nuts and seeds, which are very nutritious and supply protein, in

addition to oil.

Animd fats and lard, from fish or meats, aso meet the body’ s need for ail
(gordura). A little fat or lard can be added to the cooking pot. Just remember to
use asmall amount (about 1 or 2 teaspoons per person).

5. What have you heard about Vitamins and Micronutrients?

- There are many vitamins and micronutrients in foods that our bodies need in tiny
amounts to grow and be hedlthy. We talked about Vitamin A, becauseitis o
important for child hedth. There are many other vitamins aswell, found in
grains, protein foods, fruits and vegetables, and even in dils. There are dso other
things that we need in very smal amounts such asiron, cacium, iodine and zinc
are examples of important nutrients that we need in tiny amounts.

A good way to be sure that our dietsinclude alot of micronutrientsisto est a
good variety of nutritious and foods in many different colors.
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Sometimes we need to take supplements of a certain vitamin or micro nutrient, if
the nurse or community heglth worker suggests it for some reason.

One very important micronutrient isiron. Pregnant women and new mothers may
need to take iron supplements to prevent or treat anemia. If awoman doesn't have
enough iron in her body, her blood will not be dark red, and she will fed wesk
and tired. Her baby may not grow well ether, if she has anemia

Sometimes children aso need treetment for anemia. They may need to take
medicine to get rid of parasitesin the body (such as worms, or the organism that
causes maaria) aswell asiron supplements.

Iron can dso be found in food, especidly organ meats. It is recommended for a
pregnant woman and a new mother to take an iron supplement dally. Itisaso
good to eat organ meats when they are available.

Summary: Review main points with the group, using the flip chart.
Good nutrition for pregnant and breastfeeding mothers
Good feeding for children ages 2 to 5 years
Good foods for the whole family

Questions and Answer s: Ask the mothers what questions or doubts they have about the
lesson. Discuss issues they are confused about. Also, tell them that they will continue
learning more in the coming weeks. Tl them that next week we will be talking about
good hygiene to prevent illness.

Note: At this point in the lesson it would be ided to have examples of many locd foods, or
drawings of them. After teaching about the various food groups, people could practice
sorting foods out: grains, protein foods, vegetables with Vitamin A, grains, other nutritious
fruits and vegetables, ails, fats, and foods that are good sources of oils. Otherwise, the
activities can be done just using the picturesin the flip chart.

OR: if akitchen were available, and the group members had enough time, practicing cooking
and tagting some nutritious recipes would result in more learning than smply talking about
hedlthy foods.

Practice: Activity: Honoring Our Elders -- Traditional Meals: Ask mothers some
traditional meds they remember their grandmothers preparing. Ask avolunteer (or more,

if time permits) to show the ingredients from one of these traditional meals on the food

square. Usudly these traditiond meds are very well balanced and nutritious. Tl the

group that one way of showing respect, or honoring our mothers and fathers, is to apply

the things we have learned from them — using their wisdom in our daily lives. Then,

break into groups of two or three and practice teaching each other the material from the
flip chart.

Alternative Practice |: Asagroup, practice planning hedthy menus taking foods from

each group shown on the food square on the flip chart (grains, proteins, vitamin A foods,
other fruits and vegetables, and ails). (Or, if time permits, and mothers are able to bring
some foods, or organization is able to supply them, practice preparing and tasting some
nutritious menus). Plan what a mother could prepare and serve in the morning, mid-day
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and in the evening, and what snacks she could serve her young children. Write the menu
out on a sheet of paper or board, if available. Then, break into groups of two or three and
practice teaching each other the material fromthe flip chart.

Alternative Practice |l If mothers are able to bring some foods, or organization is able

to supply them, prepare and taste some nutritious foods that mothers in the group may not
know how to prepare. Show on the food square why these foods are so nutritious. Then,
break into groups of two or three and practice teaching each other the material fromthe
flip chart.
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ANNEX 8: Participantsin the DIP Preparation Process

Sart-Up Workshop

Name

Joao Mafunda
Fatima Alexandre
Luciano Mafunda
Miranda Joao
Carolyn Wetzel
Emma Hernandez

Tom Davis
Lauren Erickson-
Mamane

Mariano Abdul
Lopes Mangate
Emilio Suares
Diogo Paquereque
Florencia

Serena Brusaneto
Anna De Farelo
Capitao Kianda
Antonio Macario
Joao Madeira
Adriaan Korevaar
Julio Machava
Luis Gonda
Derrick Capurana
Anderson Munetsi
Rosario Carvalho

DIP Workshop

Name

Fatima Alexandre
Luciano Mete
Joao Mafunda
Derrick Capurana
Wingi Olivier
Luciano Crisimo
Lopes Mangate
Antonio F Balanca
Dr Gussepe
Graca Efrone
Tom Davis
Lauren Erickson-
Mamane

Emma Hernandez
Joao Madeira
Samuel Singa

Responshbility

FHI HPSO

FHI HPSO

FHI HPSO

FHI HPSO eventual

FHI Health and Nutrition Program Manger

FHI CS Program Manager
FH HQ Director of Health Programs

FH HQ Child Survival and Nutrition Program

Coordinator

DDS

DDS

DDS

DDS

HAI

CUAMM

CUAMM

Salvation Army

PWCSA

Translator

FHI/Moz Country Director
HIV Provincial Coordinator
DAP Nutrition Provincial coordinator
M&E

Finance

Human Resource Manager

Responsibility

FHI HPSO

FHI HPSO

FHI HPSO

FHIM & E

DDS

DDS

DDS

DDS

AISPO

PWCSA

FH HQ Director of Health Programs
FH HQ Child Survival and Nutrition
Programs Coordinator

FHI CS Program Manger

FHI Translator

FHI Administrative Assistant

Site

Caia

Baira

Caia
Grorongosa
Beira

Beira

USA

USA

Caia
Marromeu
Gorongosa
Dondo
Buzi
Beira
Biera
Beira
Beira
Beira
Beira
Beira
Beira
Beira
Beira
Beira

Site

Manga
Marromeu/Maringue
Caia/Chemba
Beira

Caia

Chemba
Marromeu
Marringue
Chemba
Beira

USA

USA

Beira
Beira
Beira
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ANNEX 9: Beneficiary Table from PROPOSAL

Total Population Served Prﬁ?i‘éhom
PrOject_Are_a: (ga;e‘;e:n Pregnant Total
Sofala Districts Year 1 Year 2 Year 3 Year 4 Year 5 Yr 5) Women Beneficiaries

Caia (Sofala), 50% 97,482 100,671 103,964 107,364 110,876 9,314 2,218 11,531
Chemba 47,851 49,416 51,032 52,701 54,425 9,143 1,089 10,232
Maringue 65,792 67,944 70,166 72,462 75,150 12,625 1,503 14,128
Marromeu (Sofala), 50% 44,980 46,451 47971 49,540 51,378 4,316 1,028 5,343
Cheringoma 12,060 12,454 12,862 13,283 13,775 2,314 276 2,590
Beira (Portion of pop. only) 83,150 85,870 88,679 91,579 94,977 15,956 1,900 17,856
Dondo 108,511 112,060 116,218 19,525 2,324 21,849
Gorongosa, 50% 104,555 107,975 111,981 9,406 2,240 11,646
Nhamatanda, 50% 135,719 140,158 145,358 12,210 2,907 15,117
Chibabava 76,867 79,381 82,326 13,831 1,647 15,477
Buzi 99,577 102,834 106,649 17,917 2,133 20,050
Machanga 48,865 50,463 52,336 8,792 1,047 9,839
Total 351,314 | 362,806 | 948,766 | 979,801 | 1,015,448 | 135,350 20,309 155,659
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ANNEX 10: CURRENT Beneficiary Table

Total Population Served
Mothers of
Calculated Calculated children 0-23 Total
Project Area: District Year 1 (2005) Year 2 Year 3 Year 4 Year 5 Children Pregnant mths Beneficiaries

Caia (Sofala), 50% 49,371 51,000 52,683 54,407 56,202 9,442 1124 3,021 10,566
Chemba 42,301 43,697 45,139 46,615 48,154 8,090 963 2,589 9,053
Maringue 64,565 66,696 68,897 71,150 73,498 12,348 1,470 3,951 13,818
Marromeu (Sofala), 34% 31,725 32,763 33,844 34,951 36,105 6,066 722 1,941 6,788
Beira (Portion of pop.
only) 105,854 109,347 112,956 116,650 120,500 20,244 2410 6,478 22,654
Dondo, 50% 167,834 173,373 179,094 15,044 1,791 4,814 16,835
Gorongosa, 50% 89,475 92,428 95,478 8,020 955 2,566 8,975
Nhamatanda, 50% 191,027 197,331 203,843 17,123 2,038 5479 19,161
Chibabava 66,904 69,112 71,393 11,994 1,428 3,838 13,422
Buzi 179,732 185,663 191,790 25,777 3,069 8,248 28,845
Total 293,816 303,503 1,008,491 1,041,680 1,076,055 134,146 21521 42,927 198,594




FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 192

ANNEX 11: Proposal Review
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ANNEX 12: QIVL

CHECKLIST FOR EDUCATION SESSIONS BY
COMMUNITY DEVELOPMENT WORKERS (HWSs)

Name of HW: Evaluator:
Community: Date:
METHODS YES NO
1. Did the Health Worker (HW) seat people so that all could see each others' faces?d O
2. Did the HW open the session in prayer (if appropriate in the local context)?......... O ad
3. Did the HW wear appropriate CIOthiNg? ... o O
4. Did the HW sit at the same level as the other participants? .........ccooovrevrivenns o O
5. Did the HW use a participatory method? (game, skit, song, story,
other -- SPECIFY: ) E T O
6. Did the HW introduce the topic well (who s/he is, topic, ime)? ........cccovvvririnne, o ad
7. Did the HW ask questions to relate the topic to the participants’
EXPEIIENCES? ouvuiiiictetsiiiete ettt bbbttt bbbttt ns g a4d
8. Did the HW use the brainstorming technique at appropriate
MOMENES? ettt et g o
9. Did the HW speak loud enough that everyone could hear? ..........cccovvecvvrercennnn, O ad
10.Did the HW use proper eye contact with eVEryone? .........cccccvvvvvnsvrerenrerenenns O ad
11. Did the HW use changes in voice intonation (not monotone)? ...........c.cccevevneeee. g O
12. Did the HW speak slowly and Clearly? ..........ccoovvveiinienicneneneeeeeenns o ad
13. Did the HW move around the room without distracting the group? ..........ccoceeeu. o O
14. Did the HW USE @NY PrOPS? .couceevrieverieririiniiiseisiseis i o ad
15. Did the HW demonstrate any skills that s/he was promoting? ..........c.ccovevvivenns o 0O
16. Did the HW verify that people understood the main points using
0PEN-ENAE QUESHIONS? ...cvviiciciesicce e bbb g a4d
17. Did the HW summarize the essential points presented at the end? ........c.c..o...... d
DISCUSSION
18. Did the HW ask the participants lots of (non-rhetorical) questions? ........c.ccoo..... O ad
19. Did the HW give participants adequate time to answer questions? .................... O ad
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YES NO
20. Did the HW encourage discussion amongst participants? o a4d
21. Did the HW encourage comments by paraphrasing what people said
(repeating statements in his or her OWn Words)? .........cccvvvveennnecesnseeeennns o 4d
22. Did the HW ask participants if they agree with other participants’
TESPONSES? w.vuvvrereererereesessseseeseseeress st esessssssasesesse et ss et se st ansns e st s eresssas o d

23. Did the HW encourage comments by nodding, smiling, or other actions that show
S/Ne WaS lISTENING? ....cvvvieeieieee s o ad
24. Did the HW ALWAYS reply to participants in a courteous and

AIPIOMALIC WAY? ....cvoeveeeres e o ad
25. Did the participants make 10tS 0f COMMENIS? ........ccovirieniniiinicn s o 0d
123456718910
Poor Excellent
26. Did the HW prevent domination of the discussion by 1 or 2 people? ................. o a4d
27. Did the HW encourage timid participants to speak/participate? ..........ccceevvrrenes o 4d
28.  Did the HW summarize the diSCUSSION? .......ccovuvierrimrrieiiiniienene e g o
29. Did the HW reinforce statements by sharing relevant personal experience,
or asking others to share personal eXpPerieNCe? .......ccovcevrrveererrrereererereennnnns o d
CONTENTS
30. Was the content of the educational messages CORRECT? ........cccovvnevrirninnns o O
12345678910
Poor Excellent
31. Was the content of the educational messages RELEVANT? .....ccccovvrvrvririirennn. o ad
123456718910
Poor Excellent
32. Was the content of the educational messages COMPLETE? .......c.ccccoevevvrinnnnn. o 4d

12345678910

Poor

Excellent

33. OVERALL EVALUATION OF THE HW's EDUCATIONAL PERFORMANCE:
12345678910

Poor

Comments:

Excellent
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Annex 13: Care Group Report Form
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ANNEX 14: Tally Sheet for Promoter Monthly Report

Month/Year: /
Module
ltem Make Hatch Marks(.... )Here Total | Covered/
Comments
Care Group Teaching Sessions
No. of Care Group
Teaching Sessions
held
Leader Mothers
Attending Care
Group Sessions
//\':7 : * “ %
AE.B \ i Total | Comments
- ' Screening Posts
No. of Screening?ot
Posts held
Children seen at
Screening Post
Total | Comments

Malnutrition Screening

0-11:
Normal 12-23:
24-50:
M1 (Risk of 1(2’:%
Manutrition) 54-50:
0-11:
M2 12-23:
24-509:
0-11:
M3 12-23:
24-59:

Edema 0-59:

101 A screening post is where you weigh children 0-59m of age (every 6 months) to screen them for
manutrition, aswell as dosng them with Vitamin A and Mebendazole.
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e __z””‘ﬂ.-

B s

i Deworming, Micronutrients, and ORS

Deworming, 12-59m

Deworming, Pregnant women

Iron supplements, pregnant
women

Vitamin A dosss, children

Vit. A doses, nursng mothers

Children recvg ORS packets

Children Immunizedby MOH (at Screening Post)

0-11.
Any 12-23
vaccines  [op—r

Women
Immunized Pregnant Women Women who are Not Pregnant Prg. | NP
Any TT
Children Deaths (this period only)

i 0-11m:

eans [ 22T
24m+:

Promoter:

Date: | Signature:
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Annex 15: FH/Mozambique
Program Manager’s Monthly Report

Program Manager: Emma Hernandez For Month/Year:

Activities and Coverage Target Actual

No. of Care Group Meetings

Number of Mothers Educated

Number of GM/P Posts

Children seen

Mothers seen

Trainings in Past Month:

Training Agency:
Topic #1:

Trainees: Number
Coordinators
Promoters
LMs
M&E Specialists
TBAs
Other
Average Post-
Average Pretest: 0.00% test: 0.00%

Training Agency:
Topic #2:

Trainees: Number
Coordinators
Promoters
LMs
M&E Specialists
TBAs
Other
Average Post-
Average Pretest: 0.00% test: 0.00%

Training Agency:
Topic #3:

Trainees: Number
Coordinators
Promoters
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LMs
M&E Specialists
TBAs
Other
Average Post-
Average Pretest: 0.00% test: 0.00%

Stock-outs of Materials Available?
Material / Medicine (Yes/No) | Comments

Vitamin A

Deworming medicine

Vaccine (at MOH assisted posts)

Antibiotics

Iron supplements

ORS packets

Zinc

Forms (e.g., growth charts)

Equipment (e.qg., scales)

Other

Nutrition Activities and
Coverage Target Actual

Vitamin A capsules given to children

Vitamin A capsules given postpartum

Pregnant women receiving iron
sulfate

Children receiving deworming
medicines

Morbidity and Mortality Cases Cases Cases
Patterns 0-2m 3-11m 12-59m | Referred

Diarrhea

ARI only

Pneumonia

Pneumonia Follow-up Forms:

» Complete Forms

»  Follow-up at 2 days

»  Correct Classification

Diarrhea Follow-up Forms:

» Complete forms

»  Follow-up at 1 day

> Correct Referral

Vital Events:

Deaths of children, 0-59m of age 0-2m 3-11m 12-59m
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Births

New pregnancies

All deaths of women during
pregnancy/ within 45 days of birth,
any cause:

Number of
Staff

QI Checklists Used members
This Month observed Average Score

. Group Education

. Individual Education

. IMCI

. Growth Monitoring / Promotion

. General Services

o OB |WIN |-

. Checklist of Supervisors' use of
QI checklists

7. Other (Specify)

8. Other (Specify)

Observations on use of QI Checklists:

Children seen at GM/P post. (See Target Coverage Charts)

Maternal and Newborn Data Count

(Need to list things here that we
want to measure regularly — see
indicators)

Women who receive postpartum visit
in first 7 days

Field Visits by CS Program Manager:




FH/M ozambique 2004 Expanded Impact Child Survival DIP, Page 207

Activity

Observed

(e.g., Care | Purpose/Findings/
Date District Group) Comments

Activities Planned for Next Month & Related Needs:

i i iscuss current situation including meetings, visitors, contracts/ agree-ments,
Project Narrative (o lud /
progress on grants/proposals/fundraising, census/vital event activities, problems/issues, trips, continuing
education, etc.):
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